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AND DURABLE IMMUNITY? 


Jonas E. Salk, M.D., Pittsburgh 


HE question pr ainent currently in re- 
TT gard to prevention of paralytic poliomye- 
litis by administration of a killed-virus 
vaccine concerns the number and fre- 
quency of injections for effective and durable im- 
munity. It is frequently asked, “Is it necessary to 
give additional injections beyond the three that 
have been recommended?” This question has two 
parts: The first part concerns the degree to which 
three doses can be expected to induce the desired 
effect. The second part concerns the durability of 
immunity and the need for periodic reinforcement. 
To help answer these questions, it is my intention 
in this report to extend further some earlier obser- 
vations * and to restate a point of view * about cer- 
tain fundamental principles of immunology related 
to degree of effectiveness and durability of immu- 
nity induced by a killed-poliovirus vaccine. The 
principles that apply will become evident from an 
examination of the characteristics of the immu- 
nological response both of individuals and of 
groups. In this way, reasonable answers to current 
practical questions can be developed. 


Antibody Response and Persistence Patterns 


The first example, illustrated in figure 1, is that 
of a child who, in April, 1954, received three 1-ml. 
doses, two weeks apart, of field trial vaccine (lot 
304). No further injections were given because con- 
tinued observations were desired to reveal the de- 


The degree and duration of the effects 
produced by three injections of killed-polio- 
virus vaccine were studied in a number of 
vaccinated children. The criterion used for 
determining immunity was the titer of anti- 
body found in the blood at intervals up to 
four years after vaccination. The data, 
whether plotted singly for individual patients 
or collectively for groups, showed the initial 
rise following the vaccination, a secondary 
rise to a maximum after booster injections, 
and gradual decline from the maximum to a 
plateau. The evidence showed that the at- 
tainment of an effective level of immunity as 
a result of the three initial injections de- 
pended on the administration of a sufficient 
quantity of antigen and that this also deter- 
mined the vigor of responses to subsequent 
booster injections. There is no evidence of 
harmful effect from as many as six injections, 
but there are not sufficient epidemiological 
reasons on which to base a campaign for a 
fourth injection. Multiple injections of a vac- 
cine of low potency are not as reliable a way 
to induce immunity as are fewer injections of 
a vaccine of adequate potency. 


From the Virus Research Laboratory, University of Pittsburgh School of Medicine. 


Read in part before the Fourth International Poliomyelitis Conference, Geneva, July 8-12, 1957. 
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gree of persistence of antibody after primary im- 
munization only. The second example, in figure 2, is 
that of a child who, in May, 1953, was given one 
dose of experimental vaccine and a booster injec- 
tion seven months later. The point to be seen in 
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Fig. 1.—Persistence of antibody three years after primary 
vaccination. 


these two illustrations is the course of antibody 
development and persistence after primary and 
secondary stimulation. 

Additional examples are illustrated in figure 3, 
showing persistence of antibody after primary and 
secondary stimulation extending over a period of 
approximately three and one-half years. The two 
children in this illustration were first vaccinated 
in May, 1953, and a booster injection was given 
in December, 1953. The results of serologic tests on 
nine blood samples are shown. The first seven black 
symbols, in the chart F-297, represent the results of 
tests performed simultaneously on all seven blood 
samples. The seventh was retested, along with the 
eighth, when the latter was obtained at two and 
one-half years; the eighth was retested, along with 
the ninth, when the latter was obtained at three and 
one-half years. The actual values for antibody titer 
obtained in the respective tests are plotted. The 
trend in these examples is essentially that of a 
plateau after the decline from the post-booster 
peak. 


F-390 
2 AGE 10 


That these are not isolated examples is revealed 
by data in figures 4, 5, and 6, illustrating the find- 
ings for types 1, 2, and 3, respectively, in 13 other 
individuals who were first vaccinated (two doses ) 
in May, 1953, and then given a third dose in De- 
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cember, 1953, or in April, 1954. The upper pair of 
figures for each represents the results of a simulta- 
neous test for antibody in blood samples drawn at 
one and one-half and two and one-half years after 
start of immunization, and the lower set of figures 
represents the results of tests for antibody in the 
blood samples at two and one-half and three and 
one-half years. The degree of approximation of re- 
sults of repeat tests on the same serum sample is 
shown by comparison of the findings for the sam- 
ples drawn at two and one-half years and tested on 
two different occasions. On the basis of other sup- 
porting data, it can be stated that the persistence 
of antibody here illustrated was not the result of 
naturally acquired infection. 

From these evidences, it seems that antibody 
could be expected to be demonstrable for a num- 
ber of years after an effective course of immuniza- 
tion. Therefore, the attainment of an effective level 
of immunity initially is the point of first importance; 


Fig. 3.—Degree of persistence of antibody over three and 
one-half years. 


as has been shown earlier,"* its achievement is de- 
pendent on the administration of a sufficient quan- 
tity of antigen. 


Degree to Which Three Doses Can Be Expected 
| to Be Effective 


To repeat what might be expected a priori and 
what has been illustrated before, data in figure 7 
show that, in each of a series of groups of children 
with no prevaccination antibody, when given dif- 
ferent doses of vaccine, some individuals are more 
responsive than others and that, within certain 
practicable limits, the response of each individual 
is enhanced as the amount of antigen administered 
is increased. Thus, failure of response could be 
either the result of an inadequate or impotent 
stimulus or, as in some individuals, because of a 
relatively poor antibody responding mechanism. 

In further extension of these studies, it has been 
observed that the level of antibody induced after 
the booster dose is influenced not only by the 
amount of antigen contained in the booster dose 
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but by the amount of antigen administered at the 
time of primary vaccination. This effect is illus- 
trated in figure 8. In groups given a primary vacci- 
nation with different quantities of reference vaccine 
A, the type 1 antibody response, induced within 
two weeks after a booster dose, which consisted of 
1 ml. of vaccine J given intramuscularly, differed 
depending on the amount of antigen given for pri- 
mary immunization one year earlier. 

Further observations revealed that the degree of 
persistence of antibody was similarly influenced. 
Blood samples were obtained and tested from as 
many of the original group as were available ap- 
proximately one year after the booster dose of vac- 
cine J. The data contained in figures 9 and 10 were 
so treated as to show the effect on persistence, 
after the booster dose, of the larger and the smaller 
doses of reference vaccine A used for primary im- 
munization. This was done by combining, in figure 
9, results for those persons available for later bleed- 
ings from the groups given 2, 1, or 0.5 ml. of refer- 
ence vaccine A at the time of primary vaccination. 
Similarly, figure 10 contains data for those given 


Subject No 2'f2 3'f2 | SubectNo!'e 3 e|SubsectNo ive 2'2 
Age in Yrs Yrs Age mi953Yrs_ Age in 953 Yrs Yrs Yrs 
F-i37 Si2 Sl2 F-13235 128 128 F-47 32 32 
13 yrs. 16 16 yrs 16 32 10 yrs 4 4 
F-328 256 128 F-i82 32 16 F-27 32 16 
10 yrs 64 64 9 yrs 16 16 5 yrs 16 32 
F-336 128 32 F-297 32 16 8 
12 yrs 32 9% yrs 6 16 yrs ° 
F-45 128 32 F-29| 32 32 F-69 8 6 
9 yrs 64 32 | Ivy 16 32 | 6 yrs 4% 4t 
F-202 32 32 
8 yrs 32 32 


Fig. 4.—Persistence of type 1 antibody over three and 
one-half years in 13 children given booster dose at 7 or 11 
months after primary dose. 


0.25, 0.125, or 0.0625 ml. of reference vaccine A at 
the time of primary vaccination. Assuming that the 
data in figure 9 represent the average effect of 1 ml. 
of reference vaccine A and those in figure 10 repre- 
sent the average effect of 0.125 ml., a comparison 
of the two reflects what can be expected when the 
booster dose is kept constant and the primary dose 
is varied eightfold, at least in the range of potency 
of this particular vaccine preparation. These obser- 
vations lead to the conclusion that the level of anti- 
body achieved two weeks after the booster, and the 
level of persistence of antibody, is a reflection, in 
large part, of the potency of the vaccine used for 
primary immunization. The decline to nondetect- 
2ble levels was most evident for type 1 in the case 
of the group given the smaller dose of reference 
vaccine A. The most effective response, and the 
most durable, was for the type 2 component of the 
vaccine. 

In connection with the foregoing study, tests 
were made of vaccine prepared by four manufac- 
turers of biologicals for distribution in the Spring 
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of 1955.’” Six lots of vaccine were involved in the 
study, and two doses of 1 ml. each were given in- 
tramuscularly, two weeks apart, to children who 
had no antibody to any type prior to vaccination. 
One year later, a 1-ml. dose of vaccine J was given 


SubjectNo ie 22 |SubjectNo |Subectho 2% 
Age in i953 Yrs Yrs | Agein953 Yrs Yrs_ | Agen 953 Yrs Yrs 
F-13236 256 32 F-328 32 64 F-i82) 8 
7 yrs 126 128 | yrs. 64 64 | Qyrs. 8 8 
F-47 64 32 F45 32 64 F-29; 16 16 
10 yrs 32 32) 32 32 | 16 16 
F-27 64 32 F-297 16 16 F-202 16 8 
5S yrs 64 yrs 8 | bys 8 8 
F-69 32 128 16 8 F-336 8 16 
16 yrs 256 64 | lyr 6 6 | i2 ys 6 8 
F-13237 16 32 
13 yrs. 8 8 


Fig. 5.—Persistence of type 2 antibody over three and 
one-half years in 13 children given booster dose at 7 or 11 
months after primary dose. 


to permit comparison with individuals (illustrated 
in figs. 9 and 10) given reference vaccine A for 
primary and vaccine J for booster dose. Figure 11 
contains a composite of data, showing the distribu- 
tion of individuals with different levels of antibody 
at two weeks and one year after the booster dose 
of vaccine J was given. The evidence is clear that 
there is a high order of persistence of demonstrable 
antibody for all three types one year after adminis- 
tration of the booster dose. 

In view of the indications from figures 9 and 10 
that the relative potency of vaccine used for pri- 
mary immunization can be estimated by compari- 
son of levels of response after a booster dose, figure 
12 was prepared to illustrate the relative potency, 
in comparison to reference vaccine A, of the six lots 
of commercial vaccine that were available for this 


Subject No 2% 3% |Subect No 2% 2% 3% 
Age in 953 Yrs_ Yrs. Yrs. | Age in 1955 Yrs Ys, _Yes_ | Age in 953 Yrs. Yrs. Yrs. 
F-297 5i2 64 F-47 32 32 F-291 16 16 
yrs 256 128 | 64 64) yrs 4 #4 
F-i36 128 32 F-32328 32 32 F-202 8 
7 yrs. 32 «332 | Oye. 64 ys 
F-1325 32 16 F-27 16 32 F-69 8 16 
yrs 32 8 | Sys 64 yrs 6 8 
F-32326 32 32 F-45 16 16 F-i82 8 e 
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Fig. 6.—Persistence of type 3 antibody over three and one- 
half years in 13 children given booster dose at 7 or 11 
months after primary dose. 


study early in 1955. This chart is a composite of 
portions of figures 9, 10, and 11 and shows the dis- 
tribution of levels of antibody one year after the 
booster dose was given. It is clearly evident that the 
commercial vaccines here tested were more closely 
comparable in performance to the larger doses of 
reference vaccine A than to the smaller doses. 
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Durability of Immunity and Question of Need 
for Periodic Reinforcement 


If antibody, at readily demonstrable levels, per- 
sisted indefinitely in all vaccinated individuals, it 
would be agreed that immunity to paralysis would 
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It is possible that the mechanism for resistance 
to type 1 paralysis in persons who have had a prior 
type 2 infection rests on the existence of circulating 
type 1 antibody that can sometimes be detected 
after type 2 infections * and may persist at levels 
that are sufficiently effective but 
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Fig. 7.—Dosage effect in type 1 antibody response two weeks after one dose of 
reference vaccine A was given intramuscularly to subjects with no demonstrable 
previous antibody to any type (previously appeared in THE JouRNAL '“), 


persist. However, the question is as yet unsettled as 
to what is to be expected in those individuals in 
whom antibody, once demonstrable, may have de- 
clined to nondetectable levels. This has been dis- 
cussed in detail elsewhere,’ and a hypothesis has 
been proposed based on the 


virus early enough to be effective 
in preventing or ameliorating 
paralysis. 

The coexistence of immuno- 
logical hyperreactivity, resulting from previous im- 
munological conditioning, has been combined with 
a sufficiently long incubation period, to permit time 
for such conditioning to manifest itself effectively, 
as the basis for a theory proposed by MacLeod ° to 
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type 3 infection, there is evi- 
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resistance to paralysis by type 
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type response to the type 
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fection exhibit essentially a 
normal, primary response to 
type 1, comparable to indi- 
viduals who have had no prior 
immunological experience with 
any of the polioviruses. The question, therefore, 
arises as to whether there is a cause and effect 
relationship between these two observations, and, 
if so, what the mechanism is that might be in- 
volved. 


OF TWO DOSES TWO WEEKS APART-! YEAR 
BEFORE BOOSTER 


Fig. 8.—Type 1 antibody response after booster dose in relation to potency of 
vaccine used for primary inoculation and as compared with antibody titer after 
natural infection (previously appeared in THE JouRNAL !”), 


explain lifelong immunity in certain infectious dis- 
eases. He has contrasted diseases with incubation 
periods of a few days and those in which the incu- 
bation period is of longer duration; in the former, 
repeated infections tend to occur, and, in the latter, 
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it appears that a single infection experience confers 
lifelong immunity. If this theory is valid and if it 
provides the correct explanation for lifelong, type- 
specific immunity to the paralytic component of 
poliomyelitis, then the future should reveal whether 
a sufficiently potent killed-virus vaccine could pro- 
vide sufficiently durable immunological condition- 
ing to effect immunity to paralysis, even after 
antibody is no longer discernible in the circulating 
blood. The duration of persistence of the condition- 
ing effect is under study. It has been possible to 
observe persistence of immunological hyperreactiv- 
ity for many years after a prior natural infection. In 
time, it will be possible to test similarly long inter- 
vals after administration of killed-virus vaccine; 
however, the trend of early observations is shown in 
figure 13. 
Comment 


The data presented emphasize certain of the es- 
sential factors that influence the immunological 
effects of a killed-virus vaccine for paralytic polio- 
myelitis. These evidences from experimental experi- 
ence indicate the probability for realization in prac- 
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Fig. 9.—Antibody distribution two weeks and one year 
after booster dose of 1 ml. of vaccine J was given (composite 
for groups given 2 ml., 1 ml., or 0.5 ml. of reference vaccine 
A at primary inoculation). 


tice of the theoretical ideal. Although there are 
indications that the full effect of a killed-virus vac- 
cine for poliomyelitis has not yet been achieved, the 
requirements for rectifying past or preventing fu- 
ture limitations are implicit in the facts set forth. 
Present trends suggest that with continued effort it 
is not impracticable for vaccine to be of sufficiently 
high and constant potency to provide, for all prac- 
tical purposes, uniform and durable immunity to 
paralytic poliomyelitis. 

In the light of these considerations, what prac- 
tical implications might reasonably be drawn by 
persons concerned (a) with immunological ques- 
tions, (b) with the practice of public health, or 
(c) with the practice of clinical medicine? 

To the immunologist, an examination of the 
serologic data suggests that a level of potency can 
be selected above which three doses of vaccine, ad- 
ministered according to a certain schedule, would 
provide a state of immunity for a number of years; 
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the full duration will not become apparent until 

further time has elapsed. Whether additional injec- 

tions will be required when vaccines of satisfactory 

potency are used will depend on the duration of 

persistence of demonstrable antibody or on the 
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Fig. 10.—Antibody distribution two weeks and one year 
after booster dose of 1 ml. of vaccine J was given (composite 


for groups given 0.25 ml., 0.065 ml., or 0.0325 ml. of refer- 
ence vaccine A at primary inoculation ). 


duration of persistence of immunological condition- 
ing ** and, also, on the significance of the latter for 
the prevention of paralysis in individuals in whom 
antibody has declined to nondetectable levels. 
These data indicate, also, that vaccines of lesser 
potency would induce less consistent and less dura- 
ble effects; these and other data ® suggest, in addi- 
tion, that wide variability in potency is undesirable 
because multiple injections of vaccine of low po- 
tency is not as reliable a way to induce immunity 
consistently as fewer injections of vaccine of ade- 
quate potency. From the immunological viewpoint, 
the degree of response elicited by reference vaccine 
A and by the 1955 commercial vaccines included in 
this study appear to be satisfactory. 


Prmory: Two Doses, im, 2 weeks opart-6 lots I955 vaccine trom 4 producers. 
Booster One cc. J-im.-! yeor loter 


TYPE I TYPE 0 TYPE 
Two 
1024] 
AFTER 
ea 
children 
4 
F 9 
YEAR 1024 
AFTER 
ER 
155 
ch 6 
fe) 
° be} 2 o be) © 2 > 5 Ss 20 
PERCENT 


Fig. 11.—Antibody distribution two weeks and one year 
after booster dose. Primary inoculation was with commercial 
vaccine. 


The public health physician, concerned primarily 
with the control of epidemics and confronted with 
the question of the relative importance of a cam- 
paign to accomplish more than is likely to be ac- 
complished with three doses of poliomyelitis vac- 
cine, will consider the fact that there are still many 
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persons who have not had three doses and a great 
many who have not had one dose. As a health 
officer, he could reasonably conclude that there are 
not sufficient epidemiologic reasons on which to base 
a campaign for a fourth dose but that additional 
injections are optional, as there is no evidence of 
harmful effect from as many as six injections.’ 

The physician, in private or clinic practice, is 
primarily concerned with the welfare of the indi- 


vidual patients who look to him for guidance. | 


While acknowledging the viewpoint of the immu- 
nologist and of the public health officer, he also is 
aware that time for the accumulation of practical 
experience has been limited and he notes the esti- 
mate from the 1957 poliomyelitis season of at least 
90% effectiveness in individuals who have had three 
doses of vaccine.* He is aware, also, of the proba- 
bility that failures of protection reported in triply 
vaccinated individuals are due, in part, to the activity 
of the ECHO (enteric cytopathogenic human or- 
phan) or Coxsackie viruses against which the vaccine 
is not designed to afford protection and, in part, to 
variability in specific antigenic potency. If due to the 
latter, some benefit could be expected from a fourth 
dose. When the question is asked, “Should a fourth 
dose be given?” the reply, “It will do no harm,” 
implies that, although an absolute answer is de- 
sired, only a statistical answer can be given. This 
would have little meaning to a parent whose child 
might be among the 10 or less out of each group of 
100 triply vaccinated children who might benefit by 
a fourth dose, rather than the 90 or more out of 100 
in whom this would be of no additional benefit. 
Ideally, all of the vaccine used should have been 
equivalent in performance to reference vaccine A, 
which was equivalent in potency to the better lots 
of vaccine used in the field trial and which was 
matched by the six commercial lots of 1955 tested 
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Fig. 12.—Influence of primary immunization on persistence 
of antibody; comparison of commercial vaccines with differ- 
ent doses of reference vaccine A. 


in this study. It has been reported that effects of a 
decidedly lower order of magnitude have been ob- 
served in other studies with other lots of commer- 
cial vaccine.* Although it was shown in the field 
trial '® that vaccines of less than optimal potency 
have been significantly, although imperfectly, eftec- 
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tive and have conferred protection in many even 
after only one dose" and although it is also true 
that vaccines of any degree of antigenic potency 
are better than no vaccine at all, nevertheless, there 
should be striving for perfection. Perfection in effec- 
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Fig. 13.—Immunological hyperreactivity at 7 months and 
19 months after primary vaccination. 


tiveness will be approximated with vaccines of such 
potency and such uniformity as will effect antibody 
formation after three doses and possibly after two 
doses in all vaccinated persons.'* With use of vac- 
cines of lesser potency, full effectiveness can also 
be approached by administration of more than this 
number of injections. In either case, the further 
guide to practices that will result in optimal effec- 
tiveness will be provided by the experiences in the 
field over the next several years. Until sufficient 
time has elapsed and sufficient practical experience 
acquired, those who have the responsibility for vac- 
cine preparation and administration can be guided 
by these, or other, theoretical considerations and by 
a realistic appraisal of the practicalities that prevail. 
Summary 


The degree of persistence of antibody in the 
course of an observation period of three to four 
years after primary and then secondary antigenic 
stimulation with killed-poliovirus vaccine has been 
studied, Antigenic potency is most important in 
relation to the question of degree of consistency 
with which an ettect can be expected and in rela- | 
tion to the question of the degree of persistence of 
demonstrable antibody. A possible mechanism for 
long-term immunity following administration of a 
killed-virus vaccine is discussed. The observations 
reported and the theoretical considerations that ap- 
ply are interpreted in terms of the practical prob- 
lem of the immunologist, the public health physi- 
cian, and the physician in private practice who is 
concerned with the prevention of paralytic polio- 
myelitis. 

This study was supported by a grant from the National 
Foundation for Infantile Paralysis. 
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ST. LOUIS CHRONIC HOSPITAL PROGRAM 


Joseph P. Costello Jr., M.D. 


George M. Tanaka, M.D., St. Louis 


This paper is a progress report on the approach 
of the St. Louis Chronic Hospital toward a solution 
of the municipal problem of aging and chronic 
illness in the city of St. Louis. In the course of the 
presentation we have expressed our developing 
impressions, not only with regard to che immediate 
practical handling of the problem but also with 
regard to the role practicing physicians should un- 
dertake, both individually and through medical 
societies, to service this large, medically dependent 
segment of the population. 


History 


The St. Louis Chronic Hospital had its origin in 
about 1848. It was then known as the St. Louis 
County Poor Farm, and its purpose was “to pro- 
vide a home for the infirm poor of the city of St. 
Louis and St. Louis County.” The buildings were 
built between 1855 and 1885. On April 1, 1910, the 
name of the institution was changed to the St. 
Louis City Infirmary. In 1945, the St. Louis Isola- 
tion Hospital was merged with the St. Louis City 
Infirmary, and since 1953 it has been called the 
St. Louis Chronic Hospital. 

On April 1, 1945, there was a total of 988 pa- 
tients. One year later there was a total of 1,270 
patients. Ten years later, on April 1, 1955, there 
was a total of 1,521 patients, and there was also a 


Medical Director (Dr. Costello), and Chief, Medical Department 
(Dr. Tanaka), St. Louis Chronic Hospital. Drs. Costello and Tanaka are 
also instructors, Department of Internal Medicine, St. Louis University 
of Medicine. 


Reorganization of an overcrowded hospi- 
tal reduced the census from 1,535 patients 
to 1,458 and eliminated a waiting list of 700 
patient applicants. It is recognized that the 
citizen who survives into the later years 
generally becomes an _ institutionalized or 
totally dependent person, but it és in the 
proper and pleasant use of these waning 
years that modern society is most remiss. 
Permanent confinement, when preventable or 
premature, is morally unjust and economi- 
cally wasteful. Nearly every large community 
offers auxiliary services that can aid the 
physician to prevent or postpone such con- 
finement. Adult recreational centers especial- 
ly can be used to detect the first signs of 
physical disability and desocializing tenden- 
cies in the old people for whom the centers 
are intended. Rehabilitation for the aged 
needs redefinition, since few can be restored 
to gainful employment; for most, the goal 
must be maintenance activity to prevent de- 
terioration. Programs of physical and oc- 
cupational therapy often uncover deep and 
profitable interests in patients who seemed 
hopelessly senile. The nursing home physician 
should realize that his responsibility extends 
beyond diagnosis and treatment into the 
area of total care for the individual. 
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waiting list of about 700 patients, the oldest ap- 
plication dating back to 1949. Briefly, these figures 
reveal the trend of the times and the mounting 
problem of care of the aged and chronically ill in 
a passive custodial system. Prior to 1955, the St. 
Louis Chronic Hospital was a purely custodial, 
steadily expanding institution. Services were limited 
to emergency medical care. A reorganization was 
initiated in March, 1955. Generally speaking, in 
reorganization programs cost features are ignored, 
but this program has been undertaken with only 
moderate increase in cost. The 1956-1957 per diem 
expenditures of this hospital were $4.18, as com- 
pared with the 1954-1955 per diem expenditures 
of $3.55. Anticipated 1957-1958 per diem expendi- 
tures may run slightly higher. 

As a result of this reorganization and change in 
program, described later in this paper, the waiting 
list of 700 patient applicants has been eliminated. 
The hospital census has been reduced from a 
greatly overcrowded number of 1,535 patients in 
February, 1955, to a still overcrowded number of 
1,458 on Aug. 30, 1957. In addition to the inpatient 
population, there are approximately 115 patients 
maintained outside the hospital through the out- 
patient program of combined home care and clinic 
care. 


Basic Philosophy of the Chronic Illness Program 


The establishment of a program to service the 
aged and chronically ill must be based on a definite 
policy that can extend from the critically ill divi- 
sions of a chronic hospital to the recreational 
aspects of preventive medicine. After due consid- 
eration, the following policy was formulated to 
supply the active principle of the St. Louis Chronic 
Hospital program: 1. The St. Louis Chronic Hos- 
pital is designed for chronically ill citizens, in- 
capable of affording comparable private facilities, 
who require institutional care. 2. The solution of 
the chronic illness problem lies on the family level 
and not in a massive public institution program, but 
where costs limit private care a proportional share 
of responsibility for combined home and clinic 
care must rest with the chronic hospital. 

Actual permanent institutionalization should be 
the last point of recourse for individuals previously 
filtered out by a system of scientific rehabilitation 
and preventive medical techniques. The organiza- 
tion of such a broad program has many social im- 
plications, and, although starting far from the hos- 
pital wards, every step is designed to “defer” the 
permanent institutionalization of the individual. 
The term “defer” is used in recognition of the basic 
fact that the aging years of our population repre- 
sent a downhill course and that, in the light of 
present conditions, the citizen who survives the 
vicissitudes of life to the later years will, with rare 
exceptions, become an institutionalized or totally 
dependent person. It is in the proper and pleasant 
use of these waning years that modern society is 
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most remiss. The further development of this prin- 
ciple that every person will eventually become a 
dependent responsibility and represent a potential 
institutional patient means that the point of actual 
permanent institutionalization is the critical factor 
in the solution of this problem. 

The St. Louis Chronic Hospital’s current admis- 
sion studies reveal a 29% mortality within the first 
six months and a 48% mortality within the first two 
vears. If the surviving 52% admitted population 
could have been deferred through adequate care 
in their previous circumstances, the solution to the 
problem of ever-expanding institutions would be- 
come obvious. Therefore, complete concentration 
of effort must be placed on rehabilitating this class 
of patients until such time as they show irreversible 
evidence of degeneration and inability to function 
in open society. The moral injustice and economic 
waste of premature preventable permanent con- 
finement does not require comment. 

The development of a program devoted to the 
deferring of institutionalization depends on com- 
munitywide acceptance. The keystone for an ag- 
gressive approach to the maintenance of the aged 
and the chronically ill in the home environment is 
the family physician. Unfortunately, the family 
physician is limited in his ability to render compre- 
hensive therapy in the home-care area. 


Home Care as a Medical Responsibility 


Home care means utilization by the physician of 
the full scope of auxiliary services required for 
feasible complete therapy. Nearly every large com- 
munity offers a number of auxiliary services which 
can aid the physician in this effort to combat 
chronic illness and the problems of aging. These 
services have been developing slowly and have 
been largely unnoted by the majority of practicing 
physicians. 

Families faced with difficult situations are will- 
ing to adjust and to offer great sacrifices for loved 
ones, but they cannot be expected to originate a 
system of nursing, diet, occupational therapy, phys- 
ical therapy, and housekeeping practices. The 
family needs home-care services properly oriented 
by organized medicine and encouraged by prac- 
ticing physicians. We respectfully suggest that the 
development of these auxiliary services should be 
a function of the community's medical societies, 
because it is the proper utilization and direction of 
these services by the practicing physician that will 
mean success of the independent approach to the 
solution of the problems of aging persons and 
chronic illness. 

We believe that it is a leadership function of 
organized medicine to participate in these areas 
of direct patient service in an effort to keep the 
patient in the family environment and in a more or 
less active role in the community. In many areas, 
this leadership function will involve the direct 
establishment of presently unavailable facilities; 
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in other areas, participation in expansion and util- 
ization of current efforts may be the role of the 
medical society. But in all these fields of practical 
home-care medicine, the medical society has a 
vital role to support ideals based on the family unit 
and family responsibilities. We therefore believe 
that the family physician, in developing and using 
community medical auxiliary resources, represents 
the key factor for the American solution to the 
ever-growing problem of aging and chronic illness 
in Our society. 


Application of Preventive Medicine to the Aged 


In accord with the effort to keep the individual 
in the community, the first contact of the elements 
dealing with the aged is the adult “recreational” 
center. Fortunately, the original unit of the St. 
Louis Senior Citizens groups is located in the St. 
Louis Chronic Hospital area. The St. Louis Senior 
Citizens is a nonprofit corporation that has utilized 
the facilities of the St. Louis Chronic Hospital for 
a number of years, thereby enabling approximately 
300 persons, above the age of 50, to attend volun- 
teer recreational activities. The vast majority of 
these senior citizens have never been a municipal 
responsibility. They represent a typical aging popu- 
lation of any area and present no medical-social 
problem or responsibility to the municipality. 

Under the previous program, the Senior Citizens 
Center was recreational in nature. When studied by 
professional personnel, it was seen that the original 
program was working in reverse, with the ill and 
needy being eliminated. Those who could find 
their entertainment from a multitude of other 
sources were taking over the programs. This 
anomaly highlighted the need for medical orienta- 
tion of a problem that has a basic medical founda- 
tion. Hence, under the present program, the activi- 
ties are directed by the more active senior citizens 
and the entire operation, from a purely recreational 
standpoint, is being developed to function from 
within itself. It is primarily in the detection of in- 
dividuals requiring therapeutic aid that the pro- 
fessional staff is utilized. 

The most important function of the adult recrea- 
tional center is the early detection of the physical 
disabilities and the desocialization tendencies of 
the aging individual. Consequently, greater stress 
is laid not on the successful senior citizen members 
but on those who do not appear to adapt to the 
program. This small percentage should be the main 
focal objective of the professional staff in an adult 
recreational program, as this small group, in failing 
to adapt, represents the patients in immediate need 
of help. Techniques to detect these individuals are 
being studied. The chronic hospital assumes no 
direct medical responsibility for any phase of this 
program, and referral of these individuals is made 
to their family physicians. 
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The day hospital program of the St. Louis 
Chronic Hospital operates to prevent institutional- 
ization of individuals who are a municipal responsi- 
bility. These people are referred from local clinics, 
they are among the rehabilitated discharges, or 
they are the applicants deferred by the admission 
department. These people are not distinguished 
from the regular senior citizen groups, and only 
insofar as they represent a medical responsibility 
of the city or local clinics are they given medical 
treatment. This group is periodically observed, and 
every effort is made to sustain them in their present 
community environment for an indefinite period of 
time. 


Hospital Admission for Chronic Illness 


A large number of the aging citizens of our com- 
munity have an appalling lack of knowledge of the 
available resources. Furthermore, a lack of an ade- 
quate municipal center results in a great deal of 
needless distress and even physical deterioration 
when available facilities are not utilized. Therefore, 
the St. Louis Chronic Hospital found it necessary 
to establish an information center. Many are simple 
telephone referrals, but direct counseling inter- 
views are given as needed at an increasing rate. 

The admission service is one of the most im- 
portant phases of chronic hospital care. In the past, 
the institutionalization of the chronically ill or 
aged, in many instances, represented a life sen- 
tence. Every patient is now admitted with the em- 
phasis placed on the need for hospitalization. Equal 


emphasis is placed on the fact that the patient will __. .. 


be discharged or transferred to another facility 
when it is determined that his needs could be met 
equally or better in another facility. To accomplish 
this, a full study is initiated at the time of appli- 
cation. A medical-social worker and a physician 
oriented to chronic illness interview these appli- 
cants. The result of these findings is made the basis 
for admission. 

The development of the admission service has 
resulted in the admission of 55% of the total initial 
applicants. Those not admitted were not sum- 
marily dismissed from consideration,, but each 
represented an individual problem with an indi- 
vidual solution which was carried through to satis- 
factory completion by the medical and social work 
staff. Of this latter group, 12% are now currently 
in the clinic and home care program and are seen 
at varying intervals, depending on their condition. 


Chronic Illness Institutional Medical Organization 


Adequate reorganization of an institution with 
more than 1,500 patients with undetermined med- 
ical needs presented a challenging problem, par- 
ticularly when undertaken in the face of limited 
budgetary allowance, with an existing staff of 
largely nonprofessional nursing personnel, and in 
the absence of trained auxiliary personnel. The 
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pilot project approach was seriously considered, 
but the critical need of a great mass of patients 
and the practical reality of the many future deci- 
sions required for the implementation of a success- 
ful pilot project forced a broader approach. Ac- 
cordingly, an over-all plan was developed, so that 
every individual phase could be reinforced and 
developed as personnel became available. 

Due to limited budgetary allowance, every step 
had to be considered with extreme economy of 
personnel and equipment. However, medical rec- 
ords, library, radiology service, surgical service, 
dental service, dietetic service, occupational ther- 
apy, physical therapy, and social service depart- 
ments were organized. Physicians selected from 
the staffs of local medical schools were enlisted in 
the effort to improve care. Because of the lack of 
accreditation, a modified house-officer system was 
established for nonspecialists, wherein their work 
was supervised by more qualified individuals. 

The deterioration of the aged institutionalized 
individual is a challenging medical care problem. 
As physicians, we are aware of how important it 
is to detect all treatable disease and not to let the 
patient’s age cloud diagnostic acuity, and in the 
older age group, because of the deteriorating in- 
fluence of inactivity, satisfying the need for some 
expression of personal interest and encouragement 
may mean the difference in the patient’s ability to 
regain physical and mental stature. To meet these 
needs, the patients were grouped into two major 
classes: 1. Those requiring special medical evalua- 
tion and therapy. The wards receiving them are 
cardiology, metabolism, neurology, oncology, in- 
tensive rehabilitation, and long-term rehabilitation. 
The specialty ward classification was intended to 
stimulate research and facilitate long-term treat- 
ment and observation. 2. Those requiring general 
medical evaluation and therapy, whereby care 
would be given in accordance with general medical 
needs. 

The concept of limiting patients by degree of 
care to a specific area is generally carried out in 
most long-term institutions. In dealing with the 
problems of the aged, however, it assumes an im- 
portant character. The needs of the individual vary 
considerably, not only in nursing hours but in the 
way these hours are applied to the patient. Pa- 
tients with minimal mental and physical disability 
still require time for maintenance activity to pre- 
vent deterioration. A silent elderly person is not 


necessarily a contented patient or even a healthy 


patient. 

The practical effect of varied needs in patient 
care in the same ward results in neglecting the 
majority of relatively well individuals in favor of 
giving needed care to the ill minority. This is par- 
ticularly true in smaller institutions, and even 
larger institutions are administratively reluctant to 
fluctuate personnel in a local area according to 
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medical demand. We therefore feel that, in spite 
of the objection to separation of the aged from 
their adopted home area, they will not suffer emo- 
tionally when they are moved from one well-run 
area or institution to another well-run area or insti- 
tution which is able to give better individual care. 

The division of the general medical wards re- 
flects the pattern of disability in an institution of 
this type, and the medical cases are divided into 
five levels of care. In the care of a total of 783 
mecical patients, medicine 1 represents those ca- 
pable of full self-care and independent ambulation 
and comprises 23%. Medicine 2 represents semi- 
ambulant patients with limited self-care, who are 
able to participate in rehabilitation activities, and 
comprises 28%. Medicine 3 represents ambulatory 
patients with various degrees of self-care who are 
mentally out of contact with reality, and comprises 
20% of population. (The latter figure has been cor- 
rected to allow for Missouri State mental patients 
who do not form true municipal chronic illness 
responsibility.) Medicine 4 is essentially a bedrid- 
den area, with patients manifesting far-advanced 
physical and mental deterioration not responsive 
to long-term rehabilitation; it comprises 22%. Medi- 
cine 5 represents the seriously ill and has 7% of the 
total medical population. 

For purposes of comparison of the effectiveness 
of the intensive outpatient home care and clinic 
program to control new patient admissions, the 
medical disposition of the June, 1957, admissions 
revealed no placement on medicine 1 and medicine 
2, 15% on medicine 3, 15% on medicine 4, and 20% 
on medicine 5. Rehabilitation 1 received 7% of the 
June admissions, and 15% went to rehabilitation 2. 
Metabolism, cardiology, oncology, and neurology 
accounted for the remaining 22%. 


Rehabilitation in Chronic Illness 


The function of a chronic hospital is to fill the 
gap in the management of an illness which is not 
fulfilled by either the active general hospital or the 
home care program. The general hospitals cannot 
tie up their beds with prolonged hospitalization of 
chronically ill patients, and home care is difficult 
unless patient and family have been trained and 
assisted to the level where the patient can be 
managed effectively. 

Rehabilitation, which is a major function of the 
chronic hospital for the aged, is considerably dif- 
ferent from the generally understood concept. 
Most of the patients, even if perfectly well, would 
not be gainfully employed. Of 576 patients whose 
cases were analyzed, only 2 were felt qualified to 
be considered for gainful employment. Therefore, 
rehabilitation has been directed largely toward in- 
creasing their mental and physical abilities and 
maintaining their current faculties, so that the pa- 
tients can live as closely as possible to normalcy 
with their disabilities. Rehabilitation in the aged 
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may be fluctuated but should never be terminated 
except by dissolution or discharge. The many phys- 
ical and emotional benefits of reestablishment of 
contact and the effects of this program on the 
abilities of the individual are not discussed in this 
paper but will be covered in a later report. 

Rehabilitation has been established on three 
levels, depending on the decisions and recom- 
mendations of the rehabilitation board or the phy- 
sician. They are as follows: 1. Intensive rehabilita- 
tion. This phase is decided on by the physician 
when a patient is found to have excellent discharge 
potentialities from the standpoint of motivation, 
physical impairment, and economics. In this area, 
intensive concentration is devoted to the individual 
to fulfill correction of the specific deficiencies pre- 
venting his return to society. This is the type of 
program found in general hospitals. 2. Long-term 
rehabilitation. This phase represents a larger ward 
area with many more patients and is devoted to a 
concentrated prolonged effort (up to 18 months) to 
bring the individual to a higher plane of activity. 
The objective of this ward is to obtain the maxi- 
mum rehabilitation plane possible in the individual 
under therapy. The full scope of medical, dietary, 
physical, and occupational therapy departments is 
utilized. This type of program is the major func- 
tion of a chronic hospital. 3. Maintenance rehabili- 
tation. This third phase is one which we feel is the 
most neglected in long-term institutions. The ob- 
jective of maintenance rehabilitation is simple. It 
is primarily designed to prevent the hitherto almost 
inevitable deterioration that accompanies the sed- 
entary life of the confined individual. Maintenance 
rehabilitation ranges from the ward detail work 
and various recreational and creative activities of 
occupational therapy to the daily active or passive 
exercises of physical therapy. This type of program 
is important in the family, the nursing home, and 
the supervised boarding home or foster home. 

Maintenance rehabilitation is used to prevent 
regression and to detect those people manifesting 
a tendency or a desire for improvement. This type 
of rehabilitation is as important in the long-term 
institutionalized patient as any other service in its 
over-all effect on the individual. Maintenance re- 
habilitation is the medically oriented link that 
spells the difference in some areas between work 
and play, between therapy and recreation. It is the 
aspect of aging programs that ties the aging indi- 
vidual in the recreational center to the physiolog- 
ical-psychological therapeutics of modern rehabili- 
tation. The development of this concept of the 
aged and its acceptance and utilization by phy- 
sicians will serve to clear the confusion found 
among many lay groups in their establishment of 
recreational programs for the aged. 

Many aged persons have an existence completely 
confined to the bedside chair and table and an 
occasional trip to the bathroom. The world has 
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closed in about them, until they appear, to the ob- 
server, to be completely hopeless. Rehabilitation 
teams surveying these institutions frequently ar- 
rive at a low percentage of potential rehabilitation 
prospects. This is partly due to the resignation and 
the justifiable cynicism of the patients themselves. 

At the onset of this rehabilitation program, we 
submitted a written questionnaire to more than 
1,000 patients and received less than 10 replies. 
Fortunately, we did not use this response as a true 
picture of the needs of the patients. The occupa- 
tional and physical therapy programs in unselected 
wards, excluding the ward for seriously ill patients, 
have received a participation of 770 out of 1,100 
patients. Occupational therapy alone has 700 pa- 
tients under treatment, and interest is intense, with 
complaints from previously withdrawn, docile pa- 
tients if for some reason the shops are closed early 
or opened late. Apparently as a result of group 
therapy effect, many deep and profitable interests 
have been uncovered in these patients who seemed 
so hopelessly senile. 

The rehabilitation wards. represent 7.9% of the 
total patient population. Interestingly enough, with 
106 patients only 0.9% of the beds are necessary 
for intensive rehabilitation therapy, and frequently 
these beds are unoccupied due to the difficulty in 
finding likely candidates for this type of therapy. 
On the other hand, the long-term rehabilitation 
ward with its different objective represents 7% of 
the total bed supply, or 94 patients. The demand 
for this area always exceeds the bed supply. 


Total Care of the Patient 


To insure inflexible reconsideration of the total 
patient, the rehabilitation board was established. 
The board is composed of physicians, nurses, and 
representatives of physical therapy, occupational 
therapy, and the medical-social work departments. 

At this point, an additional reason for periodic 
reevaluation by impartial sources should be men- 
tioned. Often the consideration of the patient's 
status lies solely in the province of the ward phy- 
sicians or possibly of a visiting physician whcse 
attention is frequently directed by the nursing per- 
sonnel to the acutely ill. In such a situation, the 
lives of the patients are controlled by the attendant 
and nursing personnel. The patient-personnel rela- 
tionship in long-term institutional care, where pro- 
fessional external supervision does not take place, 
can degenerate into an autocratic dictatorship be- 
neath a docile, placid exterior. The visiting phy- 
sician may be unable to alter or even detect this 
relationship. 

The members of the board interview, examine, 
and test each patient before the board meetings. 
The patients become aware of this, and at times 
the patient's response is surprisingly intense. At 
the conclusion of the board discussion, recom- 
mendations are made, a current diagnosis is given, 


958 


12 CHRONIC HOSPITAL PROGRAM—COSTELLO AND TANAKA 


with the primary problem in the patient's manage- 
ment emphasized, and a functional classification 
is made. The conclusion represents the consensus 
of opinion of the board members. 

Since management of chronic illness rests pri- 
marily in assisting patients and their families to 
live with the residual disease and resulting dis- 
ability, a functional representation of the abilities 
of the patient becomes important. The following 
classification represents a simple and modified form 
of the activity of daily living. This classification 
helps to determine which medical ward is best 
suited for the patient, and it also gives a method 
of measuring the progress of the patient's condition: 
1. Mental status within normal. 1A. Mild confu- 
sion—emotionally unstable but felt to be competent. 
2. Control of bladder and bowel. 3. Self-feeding. 
4. Self-clothing. 5. Self-bathing in bathtub. 6. Abil- 
ity to use toilet without help. 7. Taking part in 
ward activities, such as occupational therapy, 
minor detail, and socialization. A. Ambulatory 
without aid. Al. Ambulatory with cane, crutch, or 
walker. B. Bedridden. C. Confined to bedside and 
chair. W. Confined to wheelchair—able to get in 
and out of wheelchair unassisted. W1. Confined to 
wheelchair—unable to get in and out of wheelchair 
unassisted. 

The definition of the breakdown of the medical 
wards is partly based on the above classification, 
and, accordingly, the proper medical ward can be 
determined after analysis of the patient’s func- 
tional classification. This classification has proved 
to be extremely valuable in the over-all evaluation 
of the long-term rehabilitation program. Such a 
simple classification as listed here has provided an 
excellent measure of the patient’s hospital course. 
This functional classification is reviewed and 
charted twice a year and is contained in routine 
progress notes. 


Patient Requirements and Disposition 


As revealed in the introduction of this paper, 
there were too many patients in the St. Louis 
Chronic Hospital for an already overcrowded insti- 
tution. The previous methods of steadily increasing 
the bed capacity of the municipal institutions were 
not meeting the need. To be able to visualize the 
various areas where effort had been lacking in 
meeting this problem of aging and chronic illness 
in the city of St. Louis, a classification was estab- 
lished to emphasize the facilities required by the 
currently hospitalized group of patients and to 
point out the reasons why the appropriate facility 
was or was not utilized. 

The following outlines throw some light on these 
two facets of the problem: First, the facility needed 
by the patient may be (1) independent living, (2) 
boarding home, (3) supervised boarding home, 
foster home, or family environment, (4) nursing 
home, or (5) hospital. Second, the disposition may 
be (1) lack of finances, (2) discharge detrimental 
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for medical reasons, (3) discharge, (4) no facility 
available in the community, (5) under study, or (6) 
discharge detrimental for emotional reasons. 

It is of interest to note that in preliminary studies 
of 339 patients newly surveyed, none were capable 
of independent living; 1% were capable of living 
in a boarding home more or less on their own; 10% 
were capable of living in a supervised boarding 
home or foster home where their diet and habits 
were observed; 38% required assistance in a nurs- 
ing home; and 51% required chronic hospital-type 
care. The initial conference findings with regard to 
the above 339 patients’ disposition indicated that, 
in accordance with the sources of revenue available 
in the state of Missouri, 45% were maintained in the 
city institution primarily because of inadequate 
finances; 3% were discharged; 14% were maintained 
in the hospital primarily for medical-money rea- 
sons; and 2% were maintained in the hospital 
primarily because the extremely long period of 
institutionalization made them emotionally inca- 
pable of being rehabilitated at that time. Two per 
cent were maintained in the hospital because no 
facilities were available for the type of care needed, 
and 34% were maintained under study. This large 
group contained patients for whom additional in- 
formation or treatment was required to arrive at an 
analysis of disposition. Detailed analysis of the re- 
habilitation conferences with regard to a large 
number of indigent hospitalized patients, admitted 
under gradually increasing stringent admission 
regulations, will be made the subject of a compre- 
hensive subsequent report. 


Comment 


The information gathered in the foregoing pro- 
cedures, as accumulated over a period of time, 
presented confirmation of our working hypothesis 
with regard to the problem of aging and chronic 
illness. The developing aging and chronic illness 
problem has two alternatives for solution: 1. A 
cultural pattern of acceptance of aging and dis- 
ability by the family as a social responsibility of 
the family unit. 2. A system of massive institutional- 
ization whereby aging and ill persons are made 
wards of the state. 

Today, the majority of care is rendered by the 
family along the cultural patterns of family respon- 
sibility, but there is a strong tendency toward the 
assumption of responsibility by the state. The pat- 
tern,of American development along this line can 
be most profoundly influenced by the family phy- 
sician. His role in this development is not only to 
encourage the assumption of family responsibility 
but to aid and participate in the development of 
the home care necessary for the best total medical 
need of the patient. 

The application of these techniques to the smaller 
institution and the nursing home would not seem 
to be impractical if these institutions are taken as 
a group, whereby each nursing home facility limits 
its activities to a specific classification, with ex- 
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change of patients as indicated. Here again the role 
of the physician, through his medical society, in 
insisting upon adequate medical care for his pa- 
tients is paramount. 

In his present role, the nursing-home physician 
is limited in his ability to determine the type of 
patients’ admitted to his facilities. We believe that 
the local medical society could reinforce the nurs- 
ing-home physician by a modified system of rating 
and accreditation. The nursing home physician 
should realize that his responsibility goes beyond 
diagnosing and treatment and into the area of total 
care for the individual. The concept of permanently 
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relegating an individual to a nursing home should 
be modified or altered, with emphasis on long-term 
and maintenance rehabilitation carried on without 
regard to the element of time to effect correction 
of the precipitating admission factors and to re- 
store the individual to open society. By working 
along these lines, the physician may encourage the 
best medical care in the proper cultural pattern of 
individual freedom and responsibility and, only 
incidentally, bring about the most feasible eco- 
nomic solution of the problem of aging and chron- 
ically ill persons. 


5800 Arsenal St. (Dr. Costello). 


FOLLOW-UP STUDIES IN CHEMOPALLIDECTOMY FOR PARALYSIS AGITANS 
Manuel Riklan, Ph.D. 


Leonard Diller, Ph.D., New York 


This investigation concerns a follow-up study of 
the effects of a new neurosurgical procedure for 
paralysis agitans (Parkinson’s disease) which has 
been developed during a continuing investigation 
over the past five years. An initial technique, known 
as anterior choroidal artery occlusion, was carried 
out in about 50 patients, with improvement of the 
symptoms in about 70% of the group.’ In 1953, a 
second procedure, known as chemopallidectomy, 
was developed, and to date about 600 operations 
of this type have been carried out. Cooper has re- 
ported on the technique and results of this surgery 
on several occasions during the past three years.” 
The operation has been found to be capable of 
relieving tremor and rigidiy in about 80% of the 
patients, properly selected. The complications to 
date have consisted of a mortality rate of 2.8%, an 
incidence of hemiplegia of 2%, and_ transient 
mental confusion or emotional distress in about 
10% of the cases. In studies carried out by inde- 
pendent investigators * these findings were verified. 

Briefly, chemopallidectomy consists of injection 
of alcohol or a similar substance into the globus 
pallidus and, in some cases, the ventrolateral nu- 
cleus of the thalamus, thus creating a chemical 
lesion in their structure. When successful, this has 
been found to relieve both tremor and rigidity on 
the side of the body contralateral to the side of 
the brain lesion. 


Chief, Psychological and Vocational Services, St. Barnabas Hospital 
(Dr. Riklan), and Psycholo ical Consultant for St. Barnabas Hospital 
and Coordinator of Training and Research in Psychology, New York Uni- 
versity Institute of Physical Medicine and Rehabilitation (Dr. Diller). 


The effectiveness of chemopallidectomy in 
the treatment of paralysis agitans was in- 
vestigated in a group of 141] patients who 
had undergone the operation not less than 
six months before; 106 of these patients re- 
turned a questionnaire designed to contrast 
their preoperative with their postoperative 
status as to local symptoms and daily acti- 
vities. The results were compared with data 
similarly obtained from 103 out of 173 
patients who had had the same symptoms 
initially but had not undergone operation. 
The operation consisted in producing a 
chemical lesion in either the globus pallidus 
or the ventrolateral nucleus of the thalamus 
by injecting alcohol of a like substance. Dis- 
tinct relief of the tremor and rigidity on the 
affected side (contralateral to the lesion) was 
found in 93 of the patients operated on, 
while only 9 of those not operated on re- 
ported improvement during the same interval 
of time. The former group became less de- 
pendent on assistance in daily self-care 
activities, and some were able to take up or 
resume useful occupations; the latter group 
showed marked deterioration with respect to 
self-care and useful occupation. The bene- 
ficial effect of the operation upon the 
patient's capacity for independent activity is 
illustrated by three case histories. 


14 PARALYSIS AGITANS—RIKLAN ET AL 


For some time, a team of professional rehabilita- 
tion workers has been working closely with the 
neurosurgeons in order to develop methods of se- 
lecting appropriate patients for the surgery and 
objective means of immediate postoperative evalua- 
tion of the patients.’ In all cases, patients receive 
an intensive battery of medical, psychological, and 
motor tests before and after surgery so as to form 
a base-line for accurate evaluation of results. In 
addition, wherever possible, patients are asked to 
return to the hospital after operation for follow-up 
visits on a regular basis, and a number of patients 
have thus been followed by a rehabilitation team 
for up to three years. However, since many of the 
patients who undergo surgery come from widely 
separated areas of the United States, it has been 
impossible from the practical point of view to see 
all of them for follow-up examinations. Therefore, 
questionnaires mailed to these patients have been 
utilized in order to obtain detailed information in 
regard to their long-range status.° In a continuing 
and expanded program of follow-up studies of this 
nature, we mailed questionnaires to a large group 
of patients who had been operated on and to a 
control group of patients with paralysis agitans 
seen for evaluation during the same sequence of 
time but not subsequently operated on. It is the 
purpose of this report to present in detailed form 
the material secured from these questionnaires. (All 
of the completed questionnaires are filed in the 
investigative archives of St. Barnabas Hospital and 
may be referred to by investigators seeking verifi- 
cation of the subsequent data presented in this 
report. ) 

Procedure 

In order to carry out an adequately controlled 
long-range follow-up study, four separate but 
equivalent sets of questionnaires were prepared, 
one set each for male and female patients who had 
been operated on and one set each for male and 
female control patients. For the surgical group, 
questionnaires were sent to 141 consecutive patients 
and returned by 106, or 75% of the group. For the 
control group, questionnaires were sent to 173 
patients who were seen for evaluation during the 
same period of time but not subsequently operated 
upon. Returns were received from 103, or 60% of 
that group. Twenty questionnaires were returned 
undelivered; the family had moved, or our records 
had only a temporary address. 

For the patients who had been operated on, the 
mean time elapsed between initial evaluation and 
receipt of questionnaire was 11.3 months, with a 
range of 6 months to 2 years and 4 months. For the 
control group, the mean time was 14.5 months, with 
a range of 6 months to 2 years and 4 months. Thus, 
although the ranges for both groups are identical, 
for the control group the mean time elapsed was 
about three months longer than that for the group 
operated on. No questionnaires were sent to pa- 
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tients if at least six months had not elapsed, inas- 
much as this amount of time is required to gauge 
any changes in the areas under consideration. 

In regard to the control group, it should be noted 
that these patients were all seen for preoperative 
evaluation as possible candidates for surgery dur- 
ing the same sequence of time as was the operated 
group. However, they did not undergo surgery 
either due to their own choice or because they were 
not felt to be suitable surgical candidates by the 
evaluation team. This group was selected as a 
control group, inasmuch as they generally were 
followed closely with medical and drug therapy or 
rehabilitation. Thus, in general, they had the bene- 
fit of all anti-Parkinsonism therapies except neuro- 
surgery. 

The items in the questionnaires were based to 
a degree on changes observed in the patients who 
had been operated on during the weeks immedi- 
ately subsequent to surgery. In addition, subjective 
statements made by patients were organized and 
integrated into the questionnaire. Attempts were 
made to phrase the questions in a simple, unam- 
biguous manner, and questions were so chosen as 
to be grossly applicable to the entire group and 
capable of being answered by either the patient or 
a member of his family. Four broad areas were 
covered: symptoms, daily activities, over-all im- 
pairment, and vocational factors. In general, the 
questionnaires were oriented toward the over-all 
situation of the patient rather than the symptoms 
alone. This was done so as to provide a broader 
basis for the evaluation of the patient and thus 
permitted the patient and his family to use their 
own judgments concerning total changes in their 
situation over the period of time elapsed. In spite 
of known difficulties inherent in questionnaire 
studies of this type, it was felt that in general the 
same factors hold for the group operated on as 
for the control group, and thus these factors are 
equated. 

Population of the Study 


In order to secure uniform descriptive informa- 
tion in regard to the patients in both groups when 
seen for initial evaluation, all patients were re- 
quested to provide data concerning age, education, 
and length of illness. In regard to educational 
achievements, the groups were found to be essen- 
tially equivalent, the average schooling for the 
patients operated on being 11.6 years and the 
average for the patients not operated on being 11.1 
year. The range of length of illness for all patients 
operated on was from 2 to 37 years, with a mean 
of 10.3 years, and for the control group it ranged 
from 2 to 35 years, with a mean of 12.1 years, It 
should be noted at this point that not all the pa- 
tients answered all of the questions on the various 
questionnaires, and the results are based only on 
those patients who responded to the particular 
questions under consideration at that time. 
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The one essential difference in basic life data 
between the two groups concerns the mean age for 
the male patients: patients in the control group 
were an average of 10.5 years older than those in 
the group operated on. This difference, also reflected 
in the slightly longer length of illness discussed 
above, is due to several factors. In general, a major 
contraindication to surgery is age, because it is 
felt that patients over 60 years of age frequently 
present poorer surgical risks due not only to their 
age but also to impairments of both a psychological 
and a medical nature. In spite of this difference in 
mean age for the two groups, they were found to 
be equivalent in all other factors pertaining to the 
primary symptoms of the illness. For both groups, 
the vast majority of the patients demonstrated in- 
volvement on both sides of their bodies and a high 
proportion indicated that they suffered from tremor, 
rigidity, and slowness, 84% reporting this in the 
group operated on and 83% in the control group. 
In addition, 88% of the control group reported 
needing at least some assistance in daily activities, 
and 87% of the patients who had undergone sur- 
gery reported similarly. It is evident that in both 
groups under consideration were long-term pa- 
tients who, in general, had a rather severe form 
of the illness. 

In regard to the vocational status of the male 
patients, it was found that a significant proportion 
of both groups had been unemployed from 1 to 10 
years or more. In the group operated on, about 
50% of the males were working when seen for 
initial evaluation, and, in the group not operated 
on, about 45% were employed. The vast majority of 
patients in both groups reported that their income 
had been negatively affected as a result of the ill- 
ness. The reasons given for this by the patients 
usually related to the symptoms of tremor and 
rigidity and the accompanying difficulty in travel- 
ing and carrying out other daily activities. A small 
proportion, however, reported such psychological 
factors as “embarrassment,” “could not concen- 
trate,” and “nervousness” as contributing factors. It 
is thus clear that paralysis agitans has served to 
interfere significantly with the vocational status of 
patients in both groups. 

In summary, the first part of the questionnaires 
sent out to each of the groups concerned itself with 
information pertaining to the patients’ over-all 
situations at the time of the initial evaluation. 
Special reference was given to symptoms, activities 
of daily living, vocational status, and over-all ad- 
justment. An analysis of responses from the ques- 
tionnaires points to the essential similarity between 
the two groups in regard to social, educational, and 
vocational background, length of illness, severity 
of symptoms, and general incapacitation. The only 
significant difference between the groups was in 
terms of age, the male patients not operated on 
averaging 10 years older than the male patients 
operated on. This is due primarily to the factor of 
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selection of patients, wherein patients in the sixth 
and seventh decades of life are frequently not con- 
sidered for surgery either on the basis of age or 
because of other impairments of a psychological 
and medical nature which complicate the disease 
picture. It is evident, however, that we are dealing 
in both cases with severely incapacitated patients 
whose Parkinsonism has interfered with all aspects 
of their functioning. 


Results 


The second section of the questionnaires sent to 
all patients was concerned with data pertaining to 
the patient’s situation at the time he received the 
questionnaire. In table 1 are summarized the re- 
sponses in regard to the long-range status of tremor 
and rigidity for both groups. All patients were re- 
quested to state whether symptoms were better, 
the same, or worse at the time of receiving the 
questionnaire, as compared with status when seen 
for initial evaluation. For the patients who had 
been operated on, a division was made between the 
sides of the body, inasmuch as the surgery itself 
is directed to aid the side of the body contralateral 
to the site of the lesion. For the medically followed 


TABLE 1.—Follow-up Status: Condition of Tremor and Rigid- 
ity Compared with Initial Findings 

Patients Operated On (105) 

“Side Affected 


—~ Control Group 


by Operation Other Side Over-all Condition 
No. % No. % No. % 
93 88 28 27 9 10 
7 7 34 32 31 33 


5 5 43 41 53 


group, the question in regard to symptoms referred 
to the over-all condition, including both sides of 
the body. 

A review of the data presented in table 1 im- 
mediately reveals certain differences in regard to 
the status of tremor and rigidity when the two 
groups are compared. In regard to the side of the 
body for which operation was performed, about 
88% of the group said that they were improved at 
least to some degree, while only 10% of the control 
group reported improvement. On the other hand, 
only 12% of the group operated on reported that 
their symptoms were the same or worse, while 90% 
of the control group reported that their over-all 
condition was worse or the same since first seen 
for evaluation. Of this group, the majority reported 
a worsening of the condition for their symptoms. 
It is of significance to note that for the group 
operated on 27% reported that the symptoms of 
their side opposite to that of operation were better, 
while 72% reported that their symptoms were the 
same or worse. This indicates clearly that while the 
illness itself progressed in the majority of the pa- 
tients who received operations, the progression of 
the symptoms on the side affected by operation 
was halted. Indeed, this has been substantially im- 
proved for the most part when compared with the 
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preoperative situation. In general, the above find- 
ings hold true for male as well as female patients 
and are not significantly related to age or length of 
illness. 

For both the initial and long-range status, data 
were collected in regard to the patient’s ability 
to carry out important daily activities. This in- 
cluded self-care activities for the male and house- 
work for the female group. Table 2 summarizes 
the data in this regard for the long-range situation. 
In each case, the patient was asked to indicate 
whether he or she needed more, less, or the same 
amount of assistance in carrying out self-care or 
housework activities. 

For the group operated on, 74% of the males 
reported that they needed less assistance in daily 
activities, whereas only 6% of those in the control 
group reported this. On the other hand, 11% of the 
males who were operated on reported needing more 
assistance, while almost 50% of those in the control 
group reported similarly. Thus, it is clear that for 
the group operated on improvement in the status 
of the symptoms for the side on which operation 
was performed was reflected in commensurate im- 
provement in ability to carry out self-care activities. 
On the other hand, for the group not undergoing 
operation, the continuing progression of the symp- 
toms has further interfered with their ability to 
care for themselves. In regard to ability to carry 
out household tasks for the female group, the data 
are less striking but still conclusive. In the group 
operated on, 55% reported that they needed less 
help in housework at the time of questioning, as 
compared to the time of initial evaluation, while 
only 6% of the control group reported this. In the 
group operated on, 12% reported that they needed 
more help, compared to 47% of the control group. 
It is interesting to note that about two-thirds of 
the patients reported that their status had changed 
for better or for worse in regard to the need for 
assistance, while only one-third reported no change. 

In considering the total condition of a male 
patient, his vocational and occupational status is 
an important factor. For that reason, we collected 
data in both the preoperative and the long-range 
situation in regard to vocational functioning. For 


TaBLe 2.— Follow-up Status: Need for Assistance in Daily 
Self-Care Activities and Housework 


Patients Operated On 
(95) Control Group (84) 


Male Female Male Female 
No. @% No. %® No. % No % 
46 74 1s dd 3 6 2 
ee 9 14 ll 33 23 46 16 47 
eS eee 7 ll 4 12 24 48 16 47 


the group operated on, the total number of per- 
sons employed was found to be essentially the 
same as in the initial situation, while for the con- 
trol group, seven less persons reported employ- 
ment than previously, a drop of 22%. Thus, al- 
though the data are not conclusive in this regard, 
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it would appear that, in general, the group who 
underwent operation maintained employment sta- 
tus, while the control group deteriorated in this 
regard. Table 3 is concerned with “ability to work,” 
and this is a subjective consideration. 


TABLE 3.—Follow-up Status: Ability to Work Compared with 
with Initial Status 


Patients Operated On (50) Control Group (40) 


No. % No. % 
99 4 35 


Over 50% of the patients who had undergone 
operation who responded to the question reported 
that they felt better able to work, while only about 
8% of the control group reported this. Thus, while 
one’s subjective feeling of being better able to 
work is not a sufficient condition for employment, 
certainly this contributes to a feeling of self-respect 
and motivation which may later be utilized in carry- 
ing out further rehabilitation procedures with the 
patient. 

Report of Cases 


Case 1.—A 39-year-old male, with an eight-year history of 
paralysis agitans on the right side, when seen for preoperative 
evaluation demonstrated marked tremor of his right upper 
extremity, rendering it useless for any functional activity. The 
patient had a high school education and in the ensuing years 
worked at various semiskilled jobs, his last being that of a coal 
miner. However, he had not been working for about five years 
because of his disease. The patient underwent a chemopalli- 
dectomy on the left side on Feb. 15, 1955, resulting in com- 
plete abolition of his tremor. Thereafter he was placed on a 
moderate program of rehabilitation which included intensive 
vocational counselling, evaluation, and guidance, which was 
necessary because of his long years of unemployment. Soon 
after he was able to secure a job as an aide in the physical 
therapy department in a hospital, where he was found to be 
a conscientious and industrious employee. He has continued 
in this work to the time of writing, and in a recent letter 
he reported that his health continues to be good, that he 
has had no return of symptoms, and that ‘ie frequently 
works several consecutive shifts. 


Cast 2.—A 34-year-old male with a high school education 
first showed symptoms of paralysis agitans when he was about 
15 years of age. With the passing of time, tremor and rigidity 
progressed on his right side and his speech became markedly 
involved. Recently, the left side of his body developed tremor. 
Prior to his surgery, he had never been gainfully employed 
and needed assistance from his mother in almost all activities 
of daily living. The patient underwent a chemopallidectomy 
of the left side with good results. His symptoms were relieved 
on the right side of his body, and soon after surgery he was 
capable of carrying out most activities of daily living in an 
adequate manner. Within months he was capable of working 
part time on his family’s farm. In a letter received from his 
family over a year after surgery, he was reported to be able 
to care for himself independently and to continue to assist on 
the poultry farm. At the time of writing, the patient continues 
to maintain his improvement and is still able to carry out 
productive work on the farm. 


Case 3.—A 48-year-old housewife with three grown chil- 
dren noticed loss of power in the fingers of her right hand 
about eight years before initial examination. With the passing 
of time, rigidity and tremor developed, and recently her left 
side became moderately involved. She had difficulty in carry- 
ing out self-care activities and needed assistance in managing 
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her household. The patient underwent a chemopallidectomy 
of the left side with good results and about one year later 
underwent a chemopallidectomy of the right side. When seen 
before her second operation, the patient reported that her 
right side continued to maintain its improvement and that she 
was capable of carrying out most household activities. How- 
ever, the symptoms had progressed on her left side. There- 
fore, a chemopallidectomy of the right side was undertaken 
at that time. In a letter received from the patient recently, 
she reported that she is capable of carrying out daily activities 
in an independent fashion and can do some housework. The 
improvement was maintained on both sides of her body. 


Comment 


A review of the data concerning the initial situa- 
tion for both the patients operated on and the 
control group reveals that, for the most part, we 
have been dealing with a severely incapacitated 
group of patients with paralysis agitans whose 
symptoms were severe and of a long-standing na- 
ture. In general, the illness had affected all areas 
of their lives, including self-care and social and 
vocational status. The groups were essentially 
equivalent, except for male patients in the control 
group who were, on an average, 10 years older than 
the male patients who underwent operation. 

For the long-range situation, several differences 
were found when the groups were compared. In 
regard to the symptoms themselves, it is clear that 
the patients followed after surgery were in a better 
condition than they were initially, while the status 
of patients not operated on had deteriorated 
markedly. The improvement for the patients oper- 
ated on, in general, was limited to the side of the 
body on which operation was done. Thus, while for 
both groups the illness itself apparently progressed, 
the operation had evidently stopped the develop- 
ment on that side of the body. For the group 
operated on there was seen a commensurate im- 
provement in the ability to carry out self-care and 
housekeeping activities, while the patients not 
operated on deteriorated markedly in this regard. 

In our broad inquiry in regard to the vocational 
status for both groups, we found substantially no 
change in the number employed in the group 
operated on but a significant decrease for the con- 
trol group. Analysis of the data in this regard 
reveals that for the group operated on the surgery 
served to extend the work life rather than to return 
unemployed people to jobs. In general, however, 
the group followed after surgery, including those 
who were not working, reported feeling more capa- 
ble of carrying out productive employment. This 
would indicate that a certain reservoir of patients 
is now available for intensive vocational rehabilita- 
tion work which may be directed toward eventual 
employment for some of them. 


Summary 


Questionnaires were sent to 141 consecutive pa- 
tients with paralysis agitans (Parkinson's disease ) 
who had undergone neurosurgery six months to two 


years and four months earlier. In addition, 173 | 
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questionnaires were sent to a control group of pa- 
tients who were seen for evaluation over the same 
period of time but who were subsequently not 
operated on for various reasons. The questionnaires 
were concerned with three main areas: symptoms, 
ability to carry out activities of daily living, and 
vocational status for the male patients. Responses 
were received from 75% of the group operated on 
and from 60% of the control group. For the group 
operated on, 89% reported that tremor and rigidity 
on the side affected by operation maintained im- 
provement, while only 10% of the control group 
reported this. On the other hand, less than 5% of 
the first group reported a worsening of symptoms, 
while 57% of the controls reported this. A similar 
but less striking trend was seen in ability to carry 
out activities of daily living and housework. From 
the vocational point of view, there was no signifi- 
cant change in the number of patients employed 
after operation, but 28% less patients who had not 
been operated on were working. Thus, it appears 
that the operation for this group served to increase 
the work life of the patient with paralysis agitans. 
Moreover, some patients who had not worked for 
years prior to surgery became gainfully employed 
after surgery. From the data received in the ques- 
tionnaires, it is clear that the patient who had un- 
dergone surgery is for the most part in a better 
position than the one who had not undergone sur- 
gery in regard to tremor, rigidity, ability to carry 
out functional activities, and, for the male patients, 
in work ability. 

St. Barnabas Hospital, Third Avenue between 181st and 
183rd streets (57) (Dr. Riklan). 

This study was supported in part by the Allen P. and 
Josephine Green Foundation, William Hale Harkness Founda- 
tion, Sister Kenny Foundation, World Rehabilitation Fund, 


and the Office of Vocational Rehabilitation of the Department 
of Health, Education, and Welfare. 
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BOWEL REGULATION FOR PATIENTS WITH SPINAL CORD INJURY 
A. Estin Comarr, M.D., Long Beach, Calif. 


Bowel regulation is of paramount importance in 
the care of patients with spinal cord injury.’ It re- 
quires more constant and continuous attention, es- 
pecially in the first three months after injury, than 
any other type of medical rehabilitation. Yet it re- 
ceives less attention than such conditions as blad- 
der rehabilitation, decubitus ulcers, and spasticity. 
This is evidenced by the fact that, despite the tre- 
mendous amount of literature that has accumu- 
lated since World War II on the various phases of 
paraplegia, little about rectal regulation as such 
has appeared. Just as the physician carefully ex- 
plains to the patient other methods of medical re- 
habilitation, so must ‘ie also spend the necessary 
time to explain rehabilitation of bowel function. 
The use of enemas and laxatives from the onset of 
injury is taking the “easy way out”—by the physi- 
cian, not the patient, for the latter knows no better. 
The discussion that follows is concerned with 
bowel care as it is carried out by the Veterans Ad- 
ministration Paraplegia Center, Long Beach, Calif. 

Bors * classified traumatic cord lesions that cause 
neurogenic bladder difficulty into two basic types: 
upper and lower motor neuron lesions. For prac- 
tical purposes a similar classification can be used 
for difficulties of the rectum even though the rec- 
tum is not anatomically similar to the bladder. The 
autonomic nervous system innervates the rectum 
and internal rectal sphincter, whereas the somatic 
nervous system innervates the external sphincter 
of the rectum. Therefore, complete lesions at or 
below the conus medullaris will prevent reflex act- 
ivity not only for the bladder but also for the rec- 
tum. On the other hand, lesions above the conus 
permit reflex activity at the level of the conus 
with subsequent reflex emptying of the rectum. 
Every effort should be made to have the rectum 
empty reflexly in those patients in whom the conus 
medullaris exhibits reflex activity. Although reflex 
activity may be absent in the conus, these patients 
can still have reflex activity through peristaltic 
rushes initiated at higher levels by way of the vagus 
nerve. 

Bowel Care 


Bowel care begins during the first few days after 
injury whether the patient is in a regular type of 
hospital bed or on a Foster frame. During spinal 
shock with its coexistent areflexia, a number of pa- 
tients continue to have involuntary stools that are 
well formed. This of course, is explained by the 
fact that the vagus nerve is stimulated. These in- 
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The function of defecation in patients with 
lesions of the spinal cord requires constant 
attention, especially during the first few 
months after injury. The vast majority of 
spinal cord injury patients lose voluntary con- 
trol of the rectal sphincter and are usually 
constipated; however, during the stage of 
spinal shock and areflexia, they may have 
involuntary evacuations. These latter ac- - 
cidents should not be inhibited but should be 
provided for by protective pads about the 
anus. A regular regimen of water and food 
intake is established early; suppositories, 
abdominal massage, digital stimulation, and 
digital removal of scybala are usually neces- 
sary; the latter method is used with due 
caution. Mild laxatives and enemas are used 
only sparingly. When the patient can be 
safely out of bed, the regular use of the 
water closet is begun. The vast majority of 
patients maintain more or less scybalous 
stools and practice either digital stimulation 
or digital evacuation; they learn a combina- 
tion of procedures that give the desired re- 
sults and remove the fear of involuntary 
evacuations. Special problems, such as 
episodes of diarrhea, appearance of hemor- 
rhoids, and the persistence of mass reflexes 
in response to stimulation of the anorectal 
area, can be solved by methods here de- 
scribed. 


voluntary bowel movements in bed should not be 
stopped for esthetic reasons by the various prepara- 
tions that are used; instead, the patient should 
have the necessary protective pads around the 
anus. Unfortunately, constipation is the rule in most 
patients after injury to the spinal cord. A regular 
routine is practiced from onset. In order to have 
bulk the patient must eat three regular balanced 
meals. Water is a necessity, but this problem is 
solved by the hourly drinking of a glass of water 
from 6 a. m. to bedtime as part of urinary bladder 
training. In addition, therapy with plantago seed 
(Mucilose) or like products is started, with the 
administration of 1 to 2 teaspoons each night. Min- 
eral oil or olive oil is used, depending on the con- 
sistency of the stool. The dosage of the above 
medicaments depends on daily agreement between 
nurse and physician, While the patient is still in the 
bed-fast period, two glycerine suppositories are in- 
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troduced at a specific time each day into the rec- 
tum. Twenty minutes later the abdomen is mas- 
saged by the patient (if paraplegic) or by an at- 
tendant (if the patient is tetraplegic ). The massage 
starts over the cecal area and follows the course of 
the large intestine in a clockwise direction. If im- 
paction exists, gentle stimulation and/or evacua- 
tion by means of the finger may be necessary. If the 
impaction is above reach of the finger, small enemas 
are indicated. The patient is given minimal doses 
of milk of magnesia. First, 250 cc. of tap water 
at 100-105 F is administered. If tap water fails, 150 
cc. of mineral oil or olive oil may be given as a re- 
tention enema. The “1-2-3” enema of glycerine (30 
cc.), mineral oil (60 cc.), and water (90 cc.) can 
be very helpful in obstinate cases. Soap suds and 
magnesium sulfate are not used. 

Every effort is made to get the patients out of 
bed and into wheelchairs, braces, and/or tilt table 
as early as possible, not only to prevent osteoporo- 
sis and urinary calculosis but to develop “habit 
time” over the toilet.” The average paraplegic pa- 
tient is ambulatory within a few weeks, the amount 
of time depending on the anatomic position of the 
vertebra and/or the neurological status. However, 
the average quadriplegic is usually held in traction 
for six weeks. Until the wheelchair patient has 
learned to swing himself onto the toilet seat he 
is lifted from his chair or his bed onto a toilet-chair 
which in turn is wheeled into position over the 
toilet bow]; this leaves enough space to admit either 
the patient’s or the attendant’s hand. The quadri- 
plegic, of course, is lifted onto the toilet-seat or 
toilet-chair, unless he has sufficient use of his hands 
for self-care. Once the patient is over the toilet, 
the knees are raised to create as close to a “squat- 
ting position” as possible. Questioning of patients 
on discharge revealed that the majority visited the 
commode room either daily or every other day reg- 
ularly and at a specific hour. There were a few who 
were well regulated with a visit every three days. 

Once the patient is visiting the toilet regularly, 
the same procedure as is practiced during the bed- 
fast period is continued; namely, introduction of 
two glycerine suppositories, massaging and tapping 
of the abdomen, and straining. Should the above 
procedures fail, “digital stimulation” is attempted 
by the patient himself or, if the patient is quadri- 
plegic, by the attendant. This treatment consists 
of the introduction into the rectum of a gloved 
finger that has been adequately covered with lubri- 
cating jelly. In patients with upper motor neuron 
lesions the mere introduction of the finger into the 
anus may set off not only reflex evacuation of the 
rect»! contents but also reflex evacuation of the 
us - + bladder. Sometimes it is necessary to gently 
stretc.: the overfacilitated external rectal sphincter 
and reflexly cause facilitation of peristaltic rushes 
with subsequent evacuation of the rectal contents. 
Admittedly, when questioned upon discharge, the 
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vast majority of patients, irrespective of the type 
of rectal disturbance, eliminate the fecal material 
by means of “digital evacuation” when “digital stim- 
ulation” fails to bring about the necessary results. 
The patients feel that by having a more or less 
scybalous stool, with constipation, they have no 
fear of an involuntary evacuation while on the job 
or on a social outing.* In time, the patient will learn 
which procedure or combination of procedures, will 
give the desired results. 

Patients with flaccid external sphincters (usually 
due to conus and cauda equina lesions) can also 
have evacuations via the procedures described 
above. Obviously, with no tone in the external rec- 
tal sphincter, these patients have some difficulty in 
retaining the fluid when an enema becomes nec- 
essary. An inflated Foley bag catheter has been 
used in the past, but experience has shown that it 
should never be used.’* Deaths have occurred with 
the use of these balloon bags, following rupture of 
the rectosigmoid area with subsequent shock and 
peritonitis. The perforation is not necessarily due 
to distention of the intestine by the balloon but 
rather to a peristaltic rush with the inability of the 
intestine to expel the balloon, since its diameter 
when inflated is greater than the diameter of even 
a patulous anus. Those patients who were not 
“rectum trained” and have used the balloon should 
be instructed on the use of a small whistle-tip cath- 
eter while they are in the Trendelenburg position. 
An attempt should be made to stop these patients 
from using enemas; however, the conversion will 
take many weeks to months. When enemas are 
used, the rate of flow is regulated by the height of 
the can. The can usually is not held higher than 18 
in. above the level of the rectum. The usual pro- 
cedure is to give the enema while the patient is in 
the sitting position over the toilet. The catheter 
should only be inserted past the external rectal 
sphincter. 

It is not the purpose of this paper to discuss the 
pathological conditions found in the gastrointestinal 
tract of persons with spinal cord injuries. Such con- 
ditions as hiatal hernias, esophageal strictures, pep- 
tic ulcers, segmental enteritis, mucous colitis, and 
dive:ticulitis occur in these patients as in any other 
type of patient. Naturally, the treatment of these 
conditions will affect bowel regulation. 


Related Problems 


Two problems are so closely related to bowel reg- 
ulation that they should be discussed; namely, 
diarrhea and hemorrhoids. 

Diarrhea.—The usual causes of diarrhea in this 
type of patient are toxic condition (high fevers 
irrespective of etiology ) and food indiscretions. The 
latter is exemplified by the patient who goes home 
and overindulges in spicy foods after having be- 
come adjusted to the hospital diet. Whereas consti- 
pation will usually follow in many normal individu- 
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als after a laxative’s initial effect, in many of these 
patients diarrhea will continue for indefinite periods 
if not brought under control. 

It is self-evident that once the cause of the toxic 
condition has been found and treated the diarrhea 
stops. Other diarrheas are usually coped with by a 
check on the diet other than that which is served in 
the hospital. To check the acuteness of the diarrhea 
the usual procedures are used, namely, diarrhea 
mixtures, plantago seed, and methods to prevent 
dehydration (especially intravenously given fluids ). 
Strong tea enemas have been of marked value in 
severe Cases. 

Hemorrhoids.—In spite of strain and digital man- 
ipulations of the anus, hemorrhoids do not present 
the problem that one might expect. Of 1,193 patients 
with traumatic cord injuries, only 53 (4%) have 
required hemorrhoidectomy. Once routine sigmoid- 
oscopy and proctoscopy have ruled out neoplastic 
changes as the cause of bleeding, all patients are 
treated conservatively. The patient is placed on 
therapy consisting of bed rest, bland diet, plantago 
seed, oil, sitz baths, and medicated suppositories 
three times a day. Straining and digital evacuation 
are stopped. Administration of minimal doses of 
milk of magnesia is started, and it is preferred that 
the patient has involuntary stools into protective 
pads. If the above fails, water or oi] enemas with 
gentle insertion of the catheter are in order. Once 
improved (usually in two to three weeks), the pa- 
tient can go back to his previous regimen; however, 
if he has not used glycerine suppositories in the 
past, he is advised to use cocoa butter suppositories 
before each bowel movement. 

Because of our constant effort to retain “bowel 
balance,” laxatives and enemas are not ordered 
routinely before intravenous urography. However, 
enemas are permitted the afternoon before major 
surgery only to prevent contamination of the sur- 
gery pavilion.” Unfortunately, it may require weeks 
to months to retrain the intestine and sphincters 
after upsets by laxatives or enemas. A number of 
patients who must use excessive strain to empty 
their urinary bladders will develop hemorrhoids. In- 
troduction of a catheter into the bladder with con- 
servative care of the hemorrhoids will usually 
suffice. The bladder is then reevaluated for ways of 
emptying with less strain. 


Pathological Autonomic Responses 


Stimulation of the anorectal area in patients with 
lesions above T-4 to T-6 (the sympathetic outflow 
to the abdominal viscera) results in pathological 
autonomic responses. The usual signs are sweating 
of the forehead, cutis anserina, nasa] obstruction: 
and severe headache. At this time, examination re- 
veals an elevated systolic and diastolic blood pres- 
sure with bradycardia. A variety of stimuli will set 
off this reflex, such as tactile and thermal stimula- 
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tion of the skin and visceral distention or contrac- 
tion. The viscus that is most responsible for this 
syndrome is the urinary bladder, with the rectum 
next in order. 

The reflex mechanisms involved in these patho- 
logical responses have been described by Kurnick.* 
The stimuli from the viscera travel to the spinal 
cord, and thence cephaled to the level of the cord 
lesion through the spinothalamic tracts and posterior 
columns. On their way through the caudal cord 
stump these impulses cause a reflex outflow via neu- 
rons in the lateral horns; some create, by way of the 


sympathetic outflow, pilomotor spasm (with elevated 


blood pressure) and somé cause, via the parasym- 
pathetic ganglia, pelvic visceral contraction. In the 
normal individual the increased blood pressure is 
picked up by receptors in the carotid sinus and 
aorta. This impulse is, in turn, relayed by way of 
the 9th and 10th cranial nerves to the vasomotor 
center in the brain where efferent impulses are sent 
forth to the heart to cause bradycardia and also 
efferent stimuli are sent down the cord to the lateral 
horns to inhibit the sympathetics for vasodilatation. 
In lesions above T-4 to T-6, the vasomotor center 
can respond to the stimuli from the receptors in 
the carotid sinus and aorta by bradycardia. How- 
ever, the vasomotor center cannot send impulses 
past the site of lesion in the spinal cord to effect 
vasodilatation, and marked bradycardia and severe 
hypertension consequently result. 

Control and Stabilization—The application of 
dibucaine (Nupercainal) ointment to the anal area 
5-10 minutes prior to manipulation will usually pre- 
vent the acute symptoms of the autonomic re- 
sponses. If in spite of dibucaine ointment an acute 
response occurs, 0.5 cc. (12.5 mg.) of hexamethoni- 
um (Bistrium) chloride is given intravenously and 
may be repeated if necessary. 

Stabilization of these pathological autonomic re- 
sponses usually occurs spontaneously 12 to 18 
months after injury. Stabilization can be aided by 
administration of 250 mg. (or more) of hexame- 
thonium chloride by month every six hours. More 
radical procedures, namely, low subarachnoid alco- 
hol blocks (5 cc. of absolute alcohol between L-5 
and S-1 vertebra), selective rhizotomy, or sacral 
extradural neurotomies, have been used to date at 
this station for autonomic hyperreflexia from the 
urinary bladder only, which in turn affects the re- 
sponses due to the rectum. 


Comment 


Regulation of defecation may not occur quickly; 
but the physician and nurse who conscientiously 
work on a daily basis on this problem from onset of 
injury will be rewarded with more patients regu- 
lated by “reflex stimulation” rather than by “digital 
evacuation.” 
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REASON UNDERLYING CONFERENCE ON MEDICAL EDUCATION 
AND LICENSURE 


Leland S. McKittrick, M.D., Brookline, Mass. 


The reasoning behind and the purpose of the 
54th Annual Conference on Medical Education and 
Licensure can be very simply stated by asking our- 
selves a question: “Are those responsible for sup- 
plying medical needs to the people in this country 
aware of what these needs will be in the foresee- 
able future, say in the next 15 or 20 years; and are 
proper and effective efforts being made to meet 
them?” In recent years we have read much about 
the so-called population-physician ratio. The reader 
can find in the various discussions almost as many 
variations in what we have had and what we will 
need as there are writers who have made the esti- 
mates, and he is left with the impression that our 
only problem is to produce new physicians in pro- 
portion to the increase in population. 

Is this a sound approach upon which to do our 
planning? Is it realistic to say that for a population 
of 106 million in 1920 we had 146,000 physicians, 
or 137 for each 100,000 of population; that in 1950 
there were 204,000, or 135 physicians per 100,000; 
therefore, we will need approximately 297,000 
physicians to care for our estimated 221 million in 
1975? Does such an arithmetical approach give 
proper consideration to the many changing con- 
ditions that directly and indirectly affect medical 
service? If not, where did this magic number of 
approximately 135 come from, and by what for- 
tuitous circumstances has this ratio remained rela- 
tively constant for a period of 35 years with no 
direct attempt to maintain it? 

We have available to us certain facts: There are 
about 170 million people in the United States to- 
day, and the U. S. Bureau of Census estimates that 
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this will rise to 221 million in 1975 or in 17 years 
from now. We know that there must be a progres- 
sive increase in the number of medical school 
graduates to meet future needs. We know, too, 
that money transformed into bricks and mortar is 
not all that is needed to develop a medical school 
that will meet the demanding standards of our 
present schools. We know that under any condi- 
tions medical education is costly and that it takes 
years between the determination to form a medical 
school and the time when the first graduates of this 
school will be of service to the public. The Associa- 
tion of American Medical Colleges estimates that 
this takes a total of 8 to 14 years: 2 to 4 years to 
plan the program, build the buildings, and secure 
the faculty; 4 years for the medical school educa- 
tion; and 2 to 6 years of intern and resident train- 
ing in order to meet current standards of medical 
practice. 


Advances in Science and Technology 


Medical Progress.—It is these known facts which 
give us cause to pause and thoughtfully consider 
the many facets of our problem. There can be no 
question but that the ratio between total and phy- 
sician population is important; but how important 
—and is a satisfactory ratio in 1958 a proper one in 
1975? The world of today is a dynamic, changing 
world. This is true of advances and changes in 
medicine as well as in all other fields. In my own 
limited experience I have seen the control of diph- 
theria, diabetes, and pernicious anemia; the tre- 
mendous saving of life and shortening of illness 
and of hospital utilization by the antibiotics; and 
the control of infantile paralysis, as well as many 
other very notable advances. 
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In addition to the control of an increasing number 
of diseases and the increased efficiency with which 
the physician cares for his patients in a modern 
hospital, we have seen additional release of physi- 
cian time by the transfer to nurses or technicians 
of certain procedures formerly carried out by the 
physicians. I might mention certain laboratory pro- 
cedures, parenteral therapy, and transfusions as 
examples. 

Progress in Transportation.—As a youngster I 
knew just two methods of transportation, the horse 
and buggy and the railroad; and even at the time 
of my graduation from medical school the auto- 
mobile was just beginning to come into common 
use. At that time, in many parts of the country, 
roads forbade its use during four to six months of 
the year. Now, with modern roads for the auto- 
mobile and with the airplane and _ helicopter, 
transportation both of patient to physician and of 
physician to patient is advancing far beyond its 
present-day use. However, world progress has also 
created new problems. We are becoming increas- 
ingly aware of the frightening responsibilities 
placed on hospitals and physicians by the tre- 
mendous number of serious accidents now so com- 
monly seen in all areas where automobiles can 
travel; and it may well be that in the next war, 
should there be one, the demands for civilian medi- 
cal care may at least equal those of the armed 
services. 


Problems of Change 


What effect do all of these changes have on the 
number of patients that a well-trained physician 
with modern facilities and adequate auxiliary as- 
sistance can care for? Do they alter the type of 
training necessary to permit the young physician 
effectively to apply his background of knowledge 
to the care of patients? The answers to these 
questions will not come from comparing the popu- 
lation-physician ratio of 30 years ago with that of 
today and using these as an only basis for our 
projected needs 20 years hence. 

Meeting Costs of Medical Training.—Another 
aspect of this over-all problem may or may not be 
receiving full consideration. There is complete 
agreement that to educate and train physicians to 
meet our medical needs is very costly. Thus each 
physician graduating from one of our schools must 
be considered an expensive and a rare commodity 
to be utilized with the greatest possible efficiency. 
Not only is it imperative that he should have avail- 
able an adequate number of well-trained auxiliary 
personnel, but every effort should be made to 
minimize the establishment of duplicate services 
in a given area. This is particularly true as it per- 
tains to government facilities. 

Providing Adequate Facilities and Care.—Among 


the many complicating, even frightening, demands. 


in this rapidly changing and explosive world is the 
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need to provide medical care to both the military 
and the civilian population in war as well as in 
peace. This requires thoughtful cooperative plan- 
ning if an effective, elastic program is to be de- 
veloped and maintained that will permit the 
efficient use of facilities and personnel and the rapid 
transition of these from peace to war—and from war 
to peace. This is especially true in this era of atomic 
warfare with long-range bombers and guided mis- 
siles, when civilian needs may even exceed those 
of the armed forces during times of war. I realize 
that much has been done in recent years to lessen 
the overlapping of facilities in our military forces. 
Nevertheless, the years of delay in closing the little- 
used and not-needed Murphy Army Hospital in the 
Boston area gives reason to suppose that much can 
be done still in increasing the efficiency with which 
our medical personnel is being used. 

In planning medical care for some of the rural 
areas, are we giving transportation its proper place 
in the effective utilization of our medical facilities 
and at the same time assuring a good quality of 
care to the patients with more complicated prob- 
lems? Until very recently I have never attended a 
committee meeting in which the training of physi- 
cians to practice in the rural areas has been under 
discussion where it has not been argued that such 
physicians should be privileged to operate on 
patients with the more serious surgical emergen- 
cies, even though their training is admittedly much 
less than that needed to adequately cope with these 
problems. No mention has been made of the use of 
modern transportation to bring such a patient by 
helicopter, if necessary, to a regional, well-equipped 
hospital where effective treatment is available. Are 
we giving too little thought to bringing some of our 
patients to the skilled care and efficient hospital 
facilities that certain patients need and too much 
thought to attempting the impossible task of de- 
veloping highly trained specialists and then trying 
to encourage them to settle in areas that cannot 
be equipped to offer the facilities necessary to sup- 
port the quality of care that they are trained to 
give? Are we giving proper consideration to the 
effect of our changing medical and socioeconomic 
conditions upon the training of our recent medical 
school graduates in preparation for their place in 
the community? Are we developing too many top- 
flight generals able to care for the relatively few 
patients with complicated medical and _ surgical 
conditions and not enough foot soldiers trained to 
adequately care for the greater proportion of our 
population? 

Providing Best Preparation for Physicians.—To 
me one of the satisfying projects in which the 
Council on Medical Education and Hospitals is 
now involved is the effort being made to determine 
the best background preparations for general 
practice. In the meetings of this committee a real 
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effort has been made to determine for the present 
and immediate future just what should be expected 
of the young physician entering into general prac- 
tice. If and when this can be agreed upon efforts 
will be made to develop training programs to meet 
these needs. Is there enough of this kind of plan- 
ning in some of our specialties? Are we training 
our general surgeons to practice their specialty in 
the city or are we developing them to meet the 
challenges in a smaller community where there is 
not a superspecialist around the corner? Do we 
need more physicians to replace the radiologists, 
anesthesiologists, and the pathologists who are re- 
moved from the active care of patients; or by the 
very development of the skills in these areas are 
the physicians who are caring for the patient so 
much more efficient that the loss is more than com- 
pensated for? 

Conclusions 


I have asked only a few of the many questions 
with which we are faced. In seeking some of the 
answers to these and other questions, realistic 
leadership is necessary. Possibly then a_ better 
understanding may be obtained of the various 
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trends existing in the world of today and of their 
effect upon medical care. From this might be de- 
veloped a more practical approach toward esti- 
mating and then meeting our future needs. We 
believe that the American Medical Association 
should assume the responsibility of taking a lead- 
ing role in such a project and because we on the 
Council on Medical Education and Hospitals be- 
lieve that the time has come to begin this type of 
approach we have arranged this program. | 

It would be asking too much to even suggest that 
any important decisions are to be made in these two 
days. However, if from this conference could come 
a determination to stop discussing future needs 
based solely on varying estimates of the physician- 
population ratio of yesterday and today; if a sincere 
effort could be made to study and determine the 
true needs that lie ahead on a basis of thoughtful 
consideration of the many factors involved; and if 
from these discussions might come some suggestions 
that, if followed, will permit us to more effectively 
look to the future and to plan more properly, this 
will have been a successful meeting. 
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AMERICAN MEDICINE 


ITS RESPONSIBILITIES IN PLANNING FOR FUTURE NEEDS 
IN MEDICAL EDUCATION 


David B. Allman, M.D., Atlantic City, N. J. 


Those familiar with the history of the American 
Medical Association are cognizant of the fact that 
concern over “the elevation of the standard of 
medical education in the United States” was the 
focal point around which the first national con- 
vention was developed in 1847. Over the years the 
education of the physician, in keeping with the 
knowledge and needs of the times, has continued 
to be an abiding interest and major concern of the 
A. M. A. 

This has been demonstrated amply through the 
work of its early Committee on Medical Education 
and through the activities of the Council on Medi- 
cal Education and Hospitals, in cooperation with 
other organizations, during the past six decades. 
As has been true in all fields of human endeavor, 
the changing scene of the last 11% years has pre- 
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sented organized medicine with many additional 
interesting and challenging areas for study and 
action, but its deep-rooted interest in medical 
education has remained undiminished. 


Accelerating Pace of Human Life 


Today we are privileged to live and work in the 
most dynamic and stimulating period of history. 
Changes affecting every aspect of human life are 
occurring at an ever-accelerating rate. In fact, 
scientific knowledge grows not only by geometric 
proportion but recently by astronomical dimen- 
sions as evidenced by the sputniks, muttniks, and 
projected intercontinental missiles and interplane- 
tary transportation that loom on the horizon. In 
many ways we have grown accustomed to the ever- 
changing tempo of life and the social and economic 
adjustments with which it has been accompanied. 
Even so, the speed with which the scene changes 
is amazing and, at times, disconcerting. 
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Transportation.—It is difficult, for instance, to 
realize that on our railroads steam, which had 
dominated power for more than 100 years, was still 
king at the end of World War II. Between 1924 
and 1944, at its peak, there were 65,000 steam 
locomotives on the railroads of the nation. Today 
these total less than 3,000, and in certain regions no 
steam-powered locomotives are being used. The 
whistle of the steam engine has fallen silent with 
stunning speed. Many a child is being born who 
will never see or hear one and will learn of them 
only through pictures or as toys. 

Medicine.—To those who have arrived recently 
on the medical scene it is equally difficult to ap- 
preciate fully the phenomenal and _ dramatic 
changes that have occurred in this area during a 
relatively short period. The acute infectious dis- 
eases and other conditions that constituted the 
“killers” of such huge numbers of young children 
and adolescents in former years have largely been 
brought under control. In fact, some of these con- 
ditions are seen so rarely today that it is possible 
for a medical student to complete undergraduate 
medical education and even internship or residency 
training without having encountered some patients 
with diseases that were everyday experiences to 
the student of 30 years ago. 

Through the utilization of growing knowledge in 
all of its branches, medicine and its allies have 
made rapid strides in the prevention of disease and 
in the reduction of morbidity and mortality from 
many conditions during early life. There has re- 
sulted a significant shift in the age composition of 
the entire population of our nation. Therefore, 
medical education, research, and practice now 
place greater emphasis on the prevention or re- 
tardation of the chronic and degenerative disorders 
of life. 

Industry.—Modern industrial development, trans- 
portation, and mass communication, together with 
the scientific research which led to the discovery 
and utilization of atomic energy, have further com- 
plicated the picture. The growing mass of knowl- 
edge that created the background for these de- 
velopments has stimulated an increasing need for 
specialization. It also has highlighted the need 
for integration and cooperation between specialists 
and their respective skills, if effective realization of 
their total potential is to be achieved. 


Implications of Change 


These and other factors have further accelerated 
the tempo of social and economic change charac- 
teristic of our society today. They have presented 
new problems and challenges to medicine and its 
allies as well as to other areas of activity. As these 
changes take place there is within all areas sincere 
concern in regard to the education, training, and 
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development of the personnel needed to meet and 
solve effectively the problems with which they will 
be challenged. 

It is not surprising that, with the current wide- 
spread interest in health, this changing scene has 
been accompanied by representation from various 
sources of increased needs for medical and allied 
personnel. No one will deny that, as our popula- 
tion grows at a rate far beyond estimates of a few 
decades ago, as health consciousness continues to 
grow, and as new problems arise, there will be 
continuing need for increased numbers of well- 
trained medical personnel. This will necessitate the 
facilities, finances, and faculty essential to their 
education and training. 

The Association of American Medical Colleges, 
the Council on Medical Education and Hospitals, 
the National Health Council, and many other 


- organizations have been concerned with the rising 


population tide, the changing social and economic 
aspects of life, and the changing dimensions of 
medical knowledge with their implications for 
needs in medical education. 

In the current complex setting it is not possible 
to plan for medical personnel needs in simple arith- 
metical physician-population ratios as might have 
been the case in earlier years. One fact, clearly 
certain, is that efforts to compare unqualified statis- 
tics for physician-population ratios in recent years 
with those early in the century is not only mean- 
ingless, but actually misleading. 

Memories of the horribly chaotic situation exist- 
ing in medical education and practice early in the 
century have faded from public and even profes- 
sional consciousness during recent years as the 
questionable borderline medical schools and 
shoddy diploma mills disappeared. As time rolls 
along, we tend to forget the important object les- 
sons gained sometimes through years of bitter ex- 
perience. 

“How many doctors are enough?” has become an 
increasingly difficult question to answer. It involves 
an intricate knowledge of trends and efforts to fore- . 
cast social and economic patterns, further popula- 
tion shifts, continued changes in the panorama of 
disease, and the portents inherent in further aug- 
mentation of the dimensions of medical knowledge. 

One unquestionable certainty today for those 
engaged in medical education and practice is that 
status quo characterizes nothing except for the 
moment it exists. Change and progress continue. 
Without question, progress involves change, but 
change in itself does not spell progress unless it is 
founded firmly in values which themselves are 
changeless and which include intangibles at times 
difficult to measure in terms of science. 

Change presents great challenges and respon- 
sibilities for, as has been stated by Kandel, “To 
fight change is futile; to drift with change is folly— 
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we must rather seek to understand what is hap- 
pening and with such powers as we possess try to 
use current developments as pathways to progress.” 

Too frequently in recent years organized medi- 
cine has been accused of side-stepping critical is- 
sues or of actively opposing some development or 
legislative proposal rather than presenting positive 
programs designed to aid in solving some of the 
problems presented by the changing scene. 

One of the problems that lies ahead of us in all 
areas today involves intelligent planning for the 
education and training of personnel for the profes- 
sional and technical fields. We, in medicine, fully 
recognize these needs, which are being precipitated 
by the growing population, social and economic 
trends, and the changing dimensions of medical 
knowledge. It is doubtful whether any of the esti- 
mates of specific personnel requirements in the 
medical profession which have been projected from 
various sources to date portray more than a general 
increased need in the period ahead. Reasonably 
clear definition of the need or of the variables in- 
volved is as yet undetermined. 

For many years after the revolution in medical 
education which began in the first decade of this 
century, facilities for medical education developed 
gradually as there seemed to be need for them. As 
population grew and more physicians appeared 
desirable, state legislatures authorized their uni- 
versities to develop medical schools. Private phi- 
lanthropy also played a role of great importance in 
making it possible for privately owned and sup- 
ported universities to develop and maintain medical 
schools. Some of these emerged as leaders in medi- 
cal education and research. 

One of the great questions now confronting the 
nation is whether or not, through continuation of 
the same manner of growth, adequate new medical 
educational facilities can be developed to meet 
these growing needs. 


Delineation of Questions 


Today the answers to such questions as this are 
difficult to determine. They can be determined only 
after clear delineation of the questions themselves. 
They cannot be determined by simply adding 
together the proposals of various interested organi- 
zations or groups, each of which has some particu- 
lar interest or objective in view. It is, therefore, 
desirable to take a broad-gauge look at this total 
problem directed toward more clearly defining the 
question involved as well as trends and possible 
personnel needs to meet them. 

What kind of physician will be needed in the 
period ahead? Should efforts be made to more 
clearly define the generalist and endeavor to stimu- 
late more young physicians to enter this field? Will 
the need be for more specialists—and, if so, in what 
particular areas? What are the trends in practice, 
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itself, which to a certain degree will determine the 
educational needs of the future? These and many 
other questions would appear to need careful ap- 
praisal as we observe trends and look into the 
future. 

Can we utilize our currently existing schools of 
medicine more effectively to meet future needs? 
Is the development of more two-year basic medical 
science schools in appropriate university.and clin- 
ical settings such as has been proposed by the As- 
sociation of American Medical Colleges and our 
Council on Medical Education and Hospitals, the 
first logical step? Can institutions of higher educa- 
tion that have not developed medical schools and 
that hold potentialities whereby such a develop- 
ment could be mutually advantageous to the uni- 
versity and a medical school be encouraged to un- 
dertake such expensive obligations today? 

American medicine is deeply and sincerely in- 
terested in the future education and training of 
the nation’s physicians. It has a right to be proud 
of the responsible role its Association, in coopera- 
tion with other organizations, has played in the 
development of the high standards of medical edu- 
cation and medical care which exist in the United 
States today. If we are to maintain high standards 
and play our role of responsibility in the fulfillment 
of the needs that lie ahead, American medicine 
must objectively look at current trends in popula- 
tion, society, economy, and at the vastly changing 
dimensions of knowledge within its own field in 
an effort to clearly define some of the questions to 
which answers must be found. 

Today danger confronts our civilization, but op- 
portunities greater than any existing before are 
also present. Opportunity can be lost if responsi- 
bility is side-stepped. One may not be responsible 
for something that happens when his eyes are shut; 
but even so, he may eventually be called to ac- 
count for having his eyes closed at the very mo- 
ment when they should have been wide open 
and alert. 

We in American medicine must carry our re- 
sponsibility in objectively and constructively play- 
ing our role to assist in defining as clearly as pos- 
sible the questions concerning future needs for the 
education and training of physicians. “Responsi- 
bility,” it is said, “walks hand-in-hand with ca- 
pacity and power,” and the manner in which it is 
utilized can be the determinate of any individual 
or group’s contribution to his fellow men. 

Norman Cousins has recently stated: “What the 
nation needs today even more than scientists is 
men of wisdom and vision. It urgently needs men 
with the clear and full view, men who understand 
what is happening in the world and are not con- 
tinually being taken by surprise by living history 
and the effects of recognizable causes.” 
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The A. M. A. welcomes the opportunity afforded 
by the program of the 54th Annual Congress on 
Medical Education and Licensure to discuss ob- 
jectively some of the areas of concern which carry 
realistic implications for medical education and 
medical practice in the period ahead. It is hoped 
that key background papers, the workshop-confer- 
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ences, and the subsequent discussions will aid in 
defining more clearly some of the questions for 
which answers should be sought. Clarification of 
some of these questions will, in turn, assist or- 
ganized medicine in determining how it can best 
assume the responsibility it should take in efforts 
toward achieving their solution. 
104 St. Charles Place. 
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POPULATION CHARACTERISTICS AND TRENDS AND THEIR 


IMPLICATIONS IN 


MEDICAL EDUCATION 


Dudley Kirk, Ph.D., New York 


My subject is the changing population of the 
United States—the people who are the objects of 
medical practice and whose needs are the reason 
for its existence. I would like to describe some of 
the prospective changes in the numbers and qual- 
ities of the people of this country that may bear on 
some decisions in medical education. 

It is a commonplace that medical education, even 
more than other professional training, must be 
planned in terms of the future rather than the 
present. Basic changes in curriculum or admission 
policies will be reflected in professional services, 
not in the 1950's but in the late 1960's. The creation 
of a new medical schoo] is planning for medical 
needs even further ahead—in the 1970's. 

My purpose is to give some clues as to what 
these needs may be. Let us ask ourselves several 
questions, which, if answered correctly, should give 
such clues. First, we may ask, “How many of us will 
there be?” Second: “Where will we live?” Third: 
“What will be our age structure and_ biological 
composition?” Fourth: “Who will we be in terms of 
our social, economic, and educational characteris- 
tics?” 

Population Growth 


The answer to the first question, “How many of 
us?” is relatively simple. Barring catastrophe there 
will be a great many more of us than there are 
today. We are already big: 172,830,000, with a rec- 
ord of enormous growth. We have grown by 100 
million within the memory of a number of people 
in this room. We are going to be bigger. Each year 
we add 3 million, a population roughly the size of 
the Detroit metropolitan area. 


Demographic Director, Population Council. 
Read before the 54th Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 9, 1958. 


To put it in a way that may be more real to 
physicians, there are each day 11,800 new Ameri- 
cans born (now well over 90% delivered by phy- 
sicians in hospitals). Four thousand five hundred 
die each day, representing our daily failure in 
postponing death. An average of about 500 are 
added to our population each day through migra- 
tion. 

I do not really have to tell this audience that 
since the war we have had a continuing baby boom 
that has confounded many of the experts. There is 
not time here to venture into a full sociological 
explanation except go mention earlier marriages, 
earlier childbearing, and probably larger families, 
all encouraged by the tremendous postwar prosper- 
ity of the American people. Today the average 
American woman is married before she reaches 
voting age; she has her first child at age 22 and her 
last at age 26. She has more children than her 
mother’s generation, fewer than her grandmother's. 
All this could be changed drastically were there to 
be some change in the climate of opinion such as 
might be induced by a major depression. There is 
now such a large element of voluntary control of 
births that the birth rate is very sensitive to 
economic fluctuations and swings in social attitudes. 

In any event it may be predicted that the birth 
rate will decline somewhat in the next few years 
simply because there are fewer young adults to 
have children; this is the legacy of the low birth 
rates of the depression years. But every year that 
the present baby boom continues means more po- 
tential parents and more growth potential for the 
future. At the same time we are making great 
progress in postponing deaths. Together these trends 
in births and deaths spell great population growths. 
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Taking all of these facts into consideration, the 
census bureau has made various illustrative pro- 
jections of future population. I am showing one 
here that may be conservative (fig. 1 and table). 
It postulates no fall in the age-specific death rates 
after 1956, which most of us here would recognize 


U. S. Population 1900-1955 and 
Estimated U. S. Population 1955-1975°* 


Population, Increase Increase 
Thousands per Decade’ per Decade, % 


Census Of 75,995 
Of 91,972 15,978 21.0 
Of 105,711 13,738 14.9 
Of 1080. 131,669 8,804 
OF 1000.5 150,697 19,028 14.5 
Estimate for 1955........... 165,248 cnn er 
Forecast for 1000.......ce0 177,840 27,148 18.0 
Forecast for 1965........... 190,296 ote iv 
Forecast for 1970.........6. 204 ,620 26,780 15.1 
Forecast for 1975........... 221 ,522 


*U.S. Bureau of the Census, Current Population Reports, Series 
P-25, No. 123, “Revised Projections of the Population of the United 
States by Age and Sex: 1960-1975"", Oet. 20, 1955, Projection A. 


immediately as an absurdity. It assumes the con- 
tinuation of the 1950-1953 average rates of child- 
bearing for women at each age and takes into ac- 
count the smaller sum of potential young parents in 
the next few years. These assumptions lead to a 
lower over-all birth rate than now prevails. 

Nevertheless this projection leads to a prospect of 
enormous population growth. Not that the rates of 
growth are so high, but that, owing to the large 
base population, the amounts of growth are rising 
to high figures. A reasonable guess of our popula- 
tion in 1980, less than 25 years away, is 240 million, 
and a reasonable range of possibilities is 220 to 250 
million, implying a population growth of between 
55 and 85 million. We must in any case prepare for 
the largest absolute increases in population in our 
entire history. 


Population Redistribution 


Where will this larger population live? Most of us 
were brought up on the romantic history of the 
westward movement in the United States. Perhaps 
it has lost its romantic quality, and certainly there 
are no longer the hardships or the adventure of 
pioneering on the frontier. Nevertheless there con- 
tinues to be a great trek to the West, bent south- 
ward to be sure by the attractions of sun and mild 
climate. The westward migrant is no longer a seeker 
after new land or even a refugee from the dust bowl 
looking for work in the commercial agriculture of 
the California valleys. The “Okies” and “Arkies” of 
today, if it is fair to call them that, are more likely 
seeking a bungalow in Los Angeles within easy 
driving distance of Hollywood, the beaches, and 
the supermarkets. 
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The actual pattern of population redistribution in 
the United States is illustrated by figure 2, which 
shows percentage change by states between 1950 
and 1956. Note that there is a solid block of seven 
states, from Colorado and New Mexico to Cali- 
fornia, that are all growing much faster than the 
average and that this also applies to Florida and 
Texas. 

If smog does not smother its people and _ its 
growth, California seems destined to supplant New 
York as the first state of the Union in population. 
The neighboring states of the Southwest, Arizona, 
New Mexico, and Nevada, are also growing much 
faster than the rest of the nation. If present trends 
continue, Nevada will lose its historical place as the 
last of the states in population and by 1975 will 
have passed several of the smaller states in the 
Rocky Mountains and the Great Plains. The above 
average growth of several of the smaller states on 
the east coast reflects the suburban thrust of major 
cities, notably New York and Philadelphia, and of 
Washington, D. C. 

Two major regions are growing less rapidly than 
the remainder of the country or not at all: the rural 
South and the farm states west of the Mississippi 
River. From Virginia to Oklahoma (Florida ex- 
cepted!) there is a continuing trek to the North 
and West despite a renaissance of southern industry 
and commerce. This movement, plus farm-to-town 
migration within the South, is helping to solve the 
traditional regional problem of poverty on the land. 

If it is still good advice to recommend that the 
young man starting his career “go West,” it is even 
better advice to the young doctor to recommend 
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Fig. 1.—United States population growth, 1790-1955, and 
estimated growth, 1955-1975. 


that he set up practice or join a medical center in 
the suburbs. Since 1950 almost all of the population 
growth of the United States has been concentrated 
in suburbia and increasingly in exurbia. Ninety-five 
per cent of the population increase since the last 
census has been in the metropolitan areas. The 
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Census Bureau estimates that by 1975 two-thirds of 
our people, will live in the metropolitan areas, and 
of these the greater part will then be residing out- 
side the central cities. 

In 1900 the median or “average” American lived 
in the countryside; by 1930 he lived in a small town 
of 5-to-10,000 population. By 1955 he lived in a 
big city or its satellites. By 1975, when the heli- 
copter may have come into general family use, he 
may have gone full circle to residence in the small 
town or open countryside. The old distinctions be- 
tween farm and city life in the United States are 
blurring as the people of the farms move to the 
cities and people in the cities move into the country- 
side. Suburban living is becoming the American 
way of life. 

Among the problems that physicians will have to 
contend with in the future is the growing mobility 
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remained almost constant, but the constancy is de- 
ceptive. It balances two opposite trends; we are at 
the same time growing older and growing younger. 
The baby boom of the past few years has given us 
a wide base of children for the population pyramid, 
but the low birth rates between 1925 and 1940 are 
reflected in relatively small numbers of persons at 
ages 15 to 29. We are short on young adults, strong 
in young children and again in the middle groups 
from ages 30 to 49. 

The large numbers of middle-aged persons today 
are of course the “old-age” problem of the future. 
The numbers and proportions of our older citizens 
will steadily advance, not sharply at any particular | 
time but firmly and almost inevitably. Since 1920 
the aged have been the most rapidly growing seg- 
ment of our population, and it will certainly con- 
tinue to grow more rapidly than the whole. The 
implications for medical spe- 
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cialties are, of course, under- 
stood by physicians. Obstetri- 
cians and _ pediatricians are 
likely to continue to be in de- 
mand, and the growing need 
for specialists in degenerative 
diseases and geriatrics seems 
likely to persist. 

Already three-fourths of our 
deaths are attributable to or- 
ganic diseases characteristic of 
late middle life and old age. 
Over one-half of all deaths are 
now caused by failure of the 
heart and circulatory system. 
Cancer is a dreaded runner-up. 
It is estimated that 40 million 
people now alive will in normal 
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Fig. 2.—Percentage change in population by states, 1950-1956. 


of the population. We are not becoming nomads, as 
some seem to fear, but it is true that the upper 
and middle classes, the ones that use dispropor- 
tionate percentages of medical service, are becom- 
ing more mobile. Each year about 20% of the popu- 
lation change residence. The classic situation of the 
family doctor who knows the medical history of his 
patients by virtue of having treated them from birth 
seems on the way to complete disappearance. In- 
creasingly physicians will be faced with the prob- 
lem of dealing with a segment of a person’s life, 
often with only the aid of the individual’s vague 
knowledge of his own medical history. 


Changing Age Composition 


Historically the average American was young. 
The median age was 23 in 1900, had risen to 26% 
in 1930, and further to age 30 in 1950, It has since 


course die of cancer. 

There is of course no rea- 
son to suppose that we have 
reached the ceiling of life expectancy. We have 
now attained an average expectation of life of 
the biblical “three score and ten,” and there are 
clearly visible gains, quite aside from some dra- 
matic breakthrough such as a cure for cancer, that 
can lift this to 75 or perhaps 80 years. 

As the treatment of our physical ailments goes 
forward from one magnificent success to another 
we have become increasingly concerned with our 
mental well-being. I think it would be fair to say 
that the present treatment of mental and emotional 
disorders is reaching only a small part of those 
persons who might benefit from it. While more than 
half of those suffering from psychoses are receiving 
medical attention, estimates by the Public Health 
Service suggest that perhaps no more than 10% of 
the psychoneuroses, emotional disturbances, and 
disorders of behavior, character, and intelligence 
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are getting competent professional] attention. There 
is certainly a great need for increased medical per- 
sonnel in this field. 

The recent spectacular successes of several 
ataraxics, especially reserpine and chlorpromazine 
derivatives, have ushered in a new era in the treat- 
ment of mental diseases. But, as psychiatrists fully 
realize, these are treatments for the symptoms and 
not the causes of mental illness. The causes are 
probably as much in the field of sociology as of 
medicine. 

Authorities estimate a continuing increase in the 
factors causing mental illness and particularly the 
combined effects of the aging of the population and 
the strains of urban living, to which a growing part 
of our population is exposed. It is well known that 
mental] and emotional disorders are more prevalent 
among older people. At the same time the demands 
of urban life on the mind and emotions are greater, 
and marginal individuals who might “get along” in 
a rural setting cannot adjust to complexities of 
urban living. 

In the face of these developments, caused by the 
changing age structure and way of life, one may 
speculate that further gains may require more in- 
tensive medical services to the individual than those 
provided in the past. The spectacular successes in 
conquering epidemic disease were relatively cheap 
in terms of medical service, since these were the 
product of environmental sanitation, inoculation, 
and, more recently, the administration of antibiot- 
ics. Future gains, notably in such areas as health 
management and the treatment of chronic and 
mental illness, would seem to require more intensive 
medical service per unit of the population. 

I have spoken of the growing numbers and the 
changing composition of the population as they 
relate to the amount and kinds of medical service. 
I now turn briefly to another element. 


Changing Social and Economic Characteristics 


We are seeing a consistent trend toward upgrad- 
ing the standard of living, the occupational class, 
and the educational standards of our people. As 
everyone knows, there has been a general rise in real 
income and in general a leveling process, which has 
reduced the disparities in the proportion of national 


_ income received by the several socioeconomic 


classes. 

Perhaps less well known are the changes in the 
major occupations of our people. Within the labor 
force there is a persistent decline in the number 
of agricultural workers, domestics, and unskilled 
labor, who used to be referred to as “the working 
class.” 
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Correspondingly there is a large increase in the 
number of skilled and clerical workers and in the 
managerial and professional classes. The changes 
occurring between 1940 and 1950 (our last decen- 
nial census ) are shown in figure 3. 

Finally, the levels of formal education of our 
population are constantly rising. Between 1950 and 
1957 the average years of schooling completed by 
adults rose from 9.3 to 10.6, and the gains have 
been greatest among the previously disadvantaged, 
such as the Negroes. More representative of the 
future is the group of persons aged 25-29, who now 
average over 12 years of schooling. The average 
American in this age group is now a high school 
graduate. 
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Fig. 3.—United States labor force classified by major 
occupational groups, 1940 and 1950. 


As we all know, this general upgrading in the 
social and economic characteristics of our people 
means an increasing demand for medical service. 
It means both our increasing awareness of the val-_ 
ue of medical care and increasing ability to pur- 
chase such care, whether under private, public, or 
group auspices. 

Comment 

1 have referred to effects of four demographic 
developments affecting potential needs for medical 
services in the United States. First, massive popu- 
lation growth; second, the redistribution of the pop- 
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ulation to the suburbs and to California, F  urida, 
and the Southwest; third, the changes in the age 
structure and way of life that are leading to grow- 
ing problems of. chronic and mental illness; and 
fourth, the general upgrading of our population in 


terms of income, occupation, and education. 
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In the space I have left I would like to turn the 
relationships around and speak of the effects of 
population changes on the potential supply of med- 
ical personnel. In a few years we will have a great 
upsurge in the number of young people available 
for specialized training and professional education. 
For example, look at the enormous increases pro- 
jected for high school and college enrollment in 
figure 4. These increases are partly due to the fact 
that the wave of postwar babies will sweep into 
the high schools and the colleges. There will be 
many more young people than now in the high 
school and college ages. At the same time more 


WII / and more young people have both the means and 

0 : the aspiration to get a college education. Added 
rs / together these spell a huge increase in the student 
4 9 bodies of our colleges and universities. 

8 / Other things being equal, this means increasing 
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w 7 xi, jobs. Until very recently the relative shortage of 
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Fig. 4.—Enrollment in high schools and institutions of 


higher education, 1900-1955, and projected, 1955-1975. 


Each of these developments has obvious relation- 
ships to the future demands for medical care and 
probably a number of less obvious needs that you 
as authorities in medical education are in a posi- 
tion to bring out. It seems to me, as an amateur, 
that these add up to an enormous increase in the 


potential demand for medical service. 


more attractive to the young college graduate than 
it is today. I think that medical schools need not be 
unduly worried about a dearth of applicants in the 
future. 

It seems to me, in conclusion, that we can fore- 
see a vast increase in the demand for medical serv- 
ices and, at the same time, a growing supply of 
candidates for medical training. Can medical edu- 
cation expand and redirect its facilities to produce 
the numbers and kinds of doctors needed? The 
question of “How many doctors is enough?” is a 
complex one indeed. But in balance I think it fair 
to say the medical profession is erring in the direc- 
tion of preparing too few physicians in relation to 
the prospective needs for their services. 
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HE ELECTRON MICROSCOPE.—The electron microscope provides but one 
advantage over the light microscope, namely, higher resolution (10-20A) and 
consequently greater magnification (over 100,000 X ). There are several im- 


portant disadvantages. First, the specimen must be placed in a vacuum and there- 
fore dehydrated. Second, electrons are easily deflected and hence the specimen (as 
in the case of sections) must be extremely thin. Third, the electrons excite heat in 
any object they strike. The actual temperature of specimens during examination has 
not been recorded, but it is sufficient to alter their appearance. Fourth, since electrons 
cannot impart color, the selective staining which is so helpful to the light microscopist 
cannot be achieved. Fifth, the size of the field is inversely proportional to the degree 
of magnification, and consequently, at the magnification necessary to reveal details 
of viral structure, only a very small part of the host cell can be viewed on the photo- 
graphic plate—Councilman Morgan, H. M. Rose, and D. H. Moore, Use of the Elec- 
tron Microscope in the Study of Intracellular Virus, Bulletin of the New York 
Academy of Medicine, February, 1958. 
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SOME TRENDS OF CHANGE IN AMERICAN SOCIETY 


THEIR BEARING ON MEDICAL EDUCATION 


Talcott Parsons, Ph.D., Palo Alto, Calif. 


To the sociologist the medical, like other profes- 
sions, is an integral part of the society which is the 
proper object of his studies. I speak therefore as a 
student of American society and within that of the 
place of medicine and health in its trends of de- 
velopment; within that, in turn, of the place of 
medical education. 

I would like to organize my discussion about one 
major theme and pursue it through a series of 
phases of the problem. This is that the United 
States, as the most fully developed “industrial so- 
ciety” in history, has undergone, and is continuing 
to undergo, a grand scale process of differentiation 
in the structure of the society itself and in the 
culture which expresses and guides its institutions. 
As medical men with their biological training well 
know, differentiation must be complemented by 
processes and mechanisms of integration, which 
coordinate the functioning of the differentiated 
parts of a complex whole. 

The emergence of medicine itself into a new 
position of prominence on the national scene about 
half a century ago was a part and consequence of 
this differentiation and integration process. Medi- 
cine both became more highly differentiated and 
assumed new and enhanced importance as‘a mech- 


anism of integration in the society. It is now deeply ° 


involved in the process at a later stage. Let me try 
to follow this theme through in terms of five sub- 
topics, namely: first, the institutionalization of con- 
ceptions of health and illness in society and their 
importance to it; second, a few highlights of the 
nature of the development of science that are rele- 
vant to medicine (I shall try to avoid overlapping 
with Dr. Hussey’s paper); third and fourth, a few 
aspects of the changing structure of the society 
itself as it impinges on the individual as a patient 
and on the organization of medical services; and 
fifth, the relevance of the changes in science and 
society, in a few aspects, to medical education. In 
the nature of the case I can present only the broad- 
est highlights. 


Significance of Health and Illness in 
American Society 


The problem of illness has been a critical one in 
Western civilization generally, in its more modern 
phase, because of the extent to which these so- 
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' cieties have been oriented to values of active 


achievement in instrumental contexts, to the mas- 
tery of the physical environment, and to the de- 
velopment of effective social organization itself. 
Health is vital, because the capacity of the human 
individual to achieve is ultimately the most crucial 
social resource. Illness is, to the sociologist, essen- 
tially a disturbance of this capacity to perform in 
socially valued tasks and roles. Education, which 
is the building up of capacities through learning, 
and health, which is the maintenance of capacity, 
are the two great centers for provision and safe- 
guarding of human resources. 

In the American case this generally high valua- 
tion of health has been enhanced because of an 
“individualistic” cast of our society, one that tends 
to maximize the responsibilities of an expectation 
for decentralized units of the society rather than 
the larger collectivity itself. Hence attention, which 
might in a more collectivistic society be given to 
the organization of the state, with us tends ulti- 
mately to rest on the capacity of the individual. 

Capacity to achieve roots deeply in the state of 
the organism but comes to flower, on a healthy or- 
ganic base, in the individual's capacity, at the level 
of personality, to live with and utilize complex sys- 
tems of symbols and to conduct highly sophisticated 
transactions with other persons in human relations. 
The more developed and mobile the society, the 
more important the responsibility, self-control, and 
skills of the individual. It is this context which 
makes understandable the rapidly increasing im- 
portance in our own time attributed to problems 
of “mental” as distinguished from “somatic” health. 
Within the general context of our very strong con- 
cern with illness and health generally, it is natural 
that many phenomena of disturbance of behavioral 
capacities at the higher levels of social participa- 
tion, which previously were thought of as simple 
“misconduct, should come to be brought within 
the health-illness complex. Chronic alcoholism is a 
prominent example. Another important develop- 
ment is that of a borderline of “psychosomatic” 
problems where some kind of complex interaction 
of mental and somatic factors is postulated. These 
problems of the nature and boundaries of illness 
are far from settled in American society. But it 
seems to be clear that the field of phenomena de- 
fined as illness has been steadily broadening and 
at the same time becoming more highly differ- 
entiated. Within this latter category in turn the 
prominence of the mental health,problem and the 
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fact that this problem becomes a basis of organizing 
medical thinking that is not oriented simply to 
organ-systems of the body stand out. Incidentally, 
the importance of perspectives such as these makes 
one somewhat skeptical of the simpler versions of 
the view that alleged increases in the incidence of 
mental illness reflect some mysterious degenerative 
tendency in the population at large. 


Some Aspects of the Scientific Background 
of Medicine 


Turning now to the second of my main topics, 
the development of science, let me only mention a 
very few highlights. As Atchley and Wood made 
so clear in this Congress a year ago,’ the whole 
range of scientific knowledge relevant to medicine 
has undergone an immense process of broadening 
and deepening in the last two generations, in a 
way that has already borne enormously impressive 
fruit for the control of disease and that will bear 
much more. The range of detailed knowledge has 
grown so enormous that it is out of the question 
for any single human being, to say, nothing of an 
undergraduate medical student, to learn more than 
a small fraction of it. But fortunately, as Merton * 


has pointed out, this has been accompanied by a 


marked trend of what James B. Conant has called 
“reduction in the degree of empiricism.” Science 
has not only grown and differentiated on empirical 
levels, it has also become more highly organized 
and integrated through theory. The consequence 
is that the scientific bases of medicine are becom- 
ing more dependent on generalized principle than 
ever before. 

A second development in science is not yet near- 
ly so impressive but, I am sure, is pregnant for the 
future. This is the emergence within about the last 
40 years, in their relevance to medicine, of the so- 
called behavioral sciences, notably psychology 
(including psychoanalysis), sociology, and anthro- 
pology. These disciplines are, compared with phys- 
ics, chemistry, and biology, clearly in their infancy 
and have only begun to have an important impact. 
That they have genuinely emerged is, in my opinion, 
one of the major cultural events of our time, and, 
though an interested party, I think I am justified 
in saying that there is no serious doubt that they 


are destined to take their place with their elder | 


sister-sciences both in their ultimate contribution 
to our understanding of ourselves and of the world 
we live in and in their practical significance as pro- 
viding knowledge which can be used to control 
events in the interest of human values and goals. 

The connection of this scientific development 
with the emergence into prominence for medicine 
of the problem of mental health is clear. They are, 
from a sociological point of view, two different 
aspects of a new stage of development reached by 
the society. Clearly their emergence poses new 
problems of intellectual integration. These sciences 
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are themselves now struggling to develop higher- 
order theory of their own. But at the same time 
there is a growing necessity to integrate them with 
the older natural sciences. Medicine occupies a 
very strategic position for this problem becawse of 
its obvious basic interests on both sides. Consider- 
able progress could, were there space, be reported. 

There are many implications of these develop- 
ments for medicine. Looked at sociologically, I 
may emphasize, with Merton, not only has the 
corpus of scientific knowledge greatly grown, but 
scientific investigation and application as social in- 
stitutions have been greatly consolidated and ma- 
tured in the society. Clearly the modern university 
is the primary and focal center of this institution. 
The growth of science means that the connection 
of medical research and education with the uni- 
versities, the importance of which Dr. Wood so 
strongly emphasized, has become more crucial than 
ever and is likely to remain a cardinal reference 
point for all medical policy. 


Some Developments in the Structure of Society 


The third of my main concerns is with a few 
major highlights of the structural development of 
American society that are not so directly associated 
with medicine. These may be looked at, first, from 
the point of view of the individual as patient, and 
second, from that of the professional groups that 
must take responsibility for the care of his health. 

As recently as a half-century ago nearly half the 
American population could be classified as defi- 
nitely rural; today it is probably below 15%. The 
change reflects changes not only in residential con- 
ditions but in what we sociologists call the role- 
structure of the society. The biggest change is the 
progressively sharper and wider-spreading differ- 
entiation between the roles an individual plays in 
his family group, in company with his special inti- 
mates, and those he plays in the organizations 
responsible for economic production, governmental 
administration, education, and health care and the 
like, namely, in his occupation. 

The occupational aspect of the social structure 
has, relatively speaking, been growing rapidly. The 
overwhelming majority of adult males and of 
women without major family responsibilities have 
full-time jobs separated from the familial context, 
and the proportion of married women in the labor 
force has been increasing apace, though it is still 
a minority. In the occupational world, increasingly 
I think, status is a function of capacity, of what 
a person can do, rather than of “who” he is in 
terms of social class or ethnic, religious, or local 
background. With all the many qualifications which 
must be made, this is clearly the main trend. 

The consequence has been a major restructuring, 
both of the family itself and of the local commu- 
nity. The family has become smaller, more mobile, 
certainly geographically if not class-wise, and more 


J 


Vol. 167, No. 1 


“isolated” from ties both to other kinspeople and 
to such kinship-like affiliations as the ethnic. It has 
lost most of its previous functions in economic 
production and has become focused on the welfare 
of its members as individual persons, including the 
all-important bringing up or “socialization” of chil- 
dren. The increasingly general concern with “psy- 
chological” problems is undoubtedly associated 
with this change in the position and structure of 
the family. 

Another aspect of change, which in a sense 
bridges these two, concerns the local community. 
Clearly this is overwhelmingly urban, and no longer 
does it focus to the same extent as before on the 
big central city, with its Gold Coast and slums, as 
analyzed by Park and Burgess and their students 
for Chicago. The manifest change is the rapid 
growth of the “new suburbia.” But I think that the 
old central lower-class slums are on their way out. 
For instance, the Negroes in northern cities and 
the Puerto Ricans in New York are special cases, 
in all probability the last of an era, More and more 
work premises will be in outlying areas, and resi- 
dential areas will be more interspersed with them. 
Furthermore, residential areas will not be so sharp- 
ly class-typed. This is in accord with a general 
tendency to greater complexity of structure rather 
than sharp hierarchic status-ranking. 

There has also been a marked process of general 
“upgrading” of the population, most conspicuous in 
education and in occupational status. The lower 
fringe of the unskilled labor status group has been 
very greatly diminished in numbers and impor- 
tance, and automation has begun to lessen the pro- 
portion of semiskilled jobs, manual and clerical. 
The numbers in “service” occupations have greatly 
increased, and, though they are relatively small, 
the numbers and proportions of the labor force 
comprising the highly trained managerial and pro- 
fessional groups have been increasing very rapidly. 


Implications of New Developments 


From the point of view of the medical profession 
this means that the physician is coming to treat 
different kinds of patients in ways different from 
before. He has to deal, with increasing frequency 
and not just in “elite” practices, with educated, 
skilled, and relatively sophisticated people, who 
nonetheless have their troubles. The old _ style 
“charity” wards and clinics, especially in the centers 
of slum-ridden cities, are likely to diminish rapidly 
in relative importance. Certainly special concern 
will have to be taken for the problem of the “whole 
patient.” But the patient, because his own life is 
more complex, will have to be looked at in the 
different “lives” he lives, notavly that of his home 
and that of his job. The trend to specialization in 
medicine is bound to continue. But new integra- 
tions will be needed and bases ‘of differentiation 
and integration of a higher order worked out. It is 
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my guess that specialization by organ-systems of 
the body will become less important as the level of 
generality of medical science itself rises; the “in- 
ternist” will absorb many previous specialties. Psy- 
chiatry, on the other hand, cannot be treated for 
very long as cognate with urology or dermatology. 
I also suggest that the organization of medical 
specialization will have to match the role differ- 
entiations of the person, above all in terms of dif- 
ferentiation between “family” medicine and “occu- 
pational” medicine. 

The implication of the general growth of large- 
scale organization and of science, and of the pro- 
fessions on a wide front is that medicine will, as a 
profession, come to be increasingly intimately as- 
sociated with other professional and administrative 
groups. The present relation to the lay representa- 
tives of the basic sciences on medical faculties is 
the prototype for a much wider development. I 
predict that social scientists will soon begin to take 
their place beside biochemists and bacteriologists. 
The relations of both these groups and medical 
personnel in turn to their colleagues in the faculties 
of arts and sciences of the universities will become 
increasingly close, particularly as the role of re- 
search in the higher-level medical installations con- 
tinues, as it is certain to do, to increase. But this. 
type of relation is also likely to extend to areas 
that are not now thought of as directly associated 
with medical interests, notably the social organiza- 
tion of hospitals, clinics, and medical schools. 

There seems to be little doubt that the major 
trend of the society is toward an increasingly im- 
portant role for the professions generally. For the 
past half-century or so the business man has in- 
deed been the main “community leader” in the 
United States. I suspect that his heyday is drawing 
to a close and that the business groups will decline 
in relative status as the problems of economic pro- 
duction come to be relatively well “solved” and 
other functions in the society emerge into greater 
urgency and salience. Functions of government are 
certainly among these and I look for both a relative 
rise in prestige of those associated with it and a 
marked “professionalization” at least of those 
aspects associated with its administrative functions. 
Education and research are certainly also among 
the rising professions, and the recent relative lag 
which they have been allowed to suffer cannot 
continue much longer. 

Considerations such as these have, I think, two 
particularly conspicuous implications for the med- 
ical profession. First, medicine was, along with 
law, essentially the first of the secular, high-level 
professions. For long it stood, in its field, relatively 
isolated in a comparable status. Now the range of 
professional development has begun to broaden 
immensely, most conspicuously through the de- 
velopment of science. Medicine has lost many of 
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its previous prerogatives to science as it bears on 
health and will lose more. The early stages of the 
process were dramatized nearly a century ago by 
the contributions to medicine of the chemist, Pas- 
teur. Just as a large part of “medical” physiology 
was taken over by natural science, so scientific 
jurisdiction over much of the earlier “art of medi- 
cine” is beginning to be taken over by social sci- 
ence. Medicine hence is becoming in one sense 
more specialized. As Dr. Sidney Farber has stated,* 
in many contexts like research, the physician is 
only one of a team of coequal experts in many 
fields. He is not even necessarily “captain” of the 
total team even though the problem be mainly 
“medical.” It is essentially where the problem be- 
comes that of responsibility for the welfare of pa- 
tients that his special prerogative takes precedence. 
But on a scientific problem he may well have to 
bow to the superior competence of a layman. Thus, 
as part of the general process of differentiation in 
society, not only has medicine been becoming more 
specialized internally but it has been becoming at 
the same time a more specialized part of a larger 
complex of professional specialties. 

The second implication of the “professionaliza- 
tion” of the society is that medicine, like law, is 
less likely in the future to find the higher business 
classes its most appropriate “reference group,” as 
some social scientists call them. In such matters as 
the organization of their functions they are less 
likely than in the past to look to the patterns of 
economic “free enterprise” for their model. Fur- 
thermore, they are less likely to look to the income 
levels of their neighbors in business occupations 
for the standards of appropriate medical income. 


Points on the Organization of Medical Services 


In the light of such considerations as the above, 
I think that many of the older problems and con- 
troversies concerning the social organization of 
medical services are becoming obsolete. I do not 
look for what has usually been meant by “socialized 
medicine” in the future in the United States, nor 
do I look for preservation or restoration of the pat- 
tern where the typical physician practiced on a 
strict fee-for-service basis. There will not be less 
but more collective organization. 

The technology of medicine, its internal differ- 
entiation, and its interlocking with numerous non- 
medical specialties and services all require com- 
plex and large-scale organization, the importance 
of which is bound to increase. Medicine, one of 
the highest of all our technologies, cannot be ex- 
pected to be exempted from this general trend of 
the society. But these organizations can be ex- 
pected to take many forms, including a bewildering 
combination of governmental and private bases of 
control. Just as it is today taken for granted that 
medical schools are needed both in private and in 
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state universities, so it will, according to general 
social trends, go with the other aspects of medical 
organization. 

With respect to financing, another aspect of the 
general trend is certainly relevant. This is the tak- 
ing over of a variety of financial responsibilities, 
previously carried unaided by families, by different 
kinds of specialized agencies. We no longer keep 
our liquid money funds under the mattress; we 
deposit them in the bank or directly invest them. 
We save through insurance and contributory or 
even noncontributory pension plans and the like. 
It is, to my mind, quite unrealistic to expect that 
the individual family will typically wish to pay for 
medical care on an ad hoc basis, when more effec- 
tive ways of handling the problem are available. 
But again I expect there to be a wide variety of 
such devices with, however, the common features 
of prearranged provision and pooling of resources. 
I would also expect it to become increasingly a 
matter of public policy to assure rather high 
minima of access to health care to the whole pop- 
ulation, independent of the financial resources of 
the family and indeed independent of the level of 
“providence” of the individual or his family. 

One further point is relevant in this connection. 
It has already proved true over a wide front that 
employing organizations are very convenient 
agencies for the organization of such financial pro- 
visions, and I should expect this trend to increase. 
After all, the employing organization is the prin- 
cipal source of family income, and a relation needs 
to be established between this source and two pri- 
mary family financial responsibilities, namely pro- 
vision for health care and for old age. 

A related but distinct problem is how far the 
actual practice of medicine will come to be or- 
ganized about occupation as a focus. It is my guess 
that a considerably larger proportion than hereto- 
fore will have this character, particularly in those 
fields where the illness or disability can be con- 
sidered to be in any direct way connected with the 
job situation. The family not only remains but in 
a certain sense has become even more than before 
the focus of the “personal integrity” of the indi- 
vidual. I should therefore expect family-oriented 
practice, whatever organizational forms it may 
take, to remain the primary base of operations for 
concern with the “whole patient.” It seems to me 
reasonable to expect that the family practitioner 
will lean more and more in the direction of pri- 
mary attention to psychological rather than somatic 
medicine. Partly this is because a great many of 
the problems of the latter are coming to be solved. 
With their solution the physician is under much 
less pressure to serve as a kind of glorified nurse, 
mitigating the anxieties and discomforts attendant 
on waiting for the spontaneous forces of recovery 
to operate. Partly this is at the same time due to 
the simultaneous emergence of “personality” prob- 
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lems into saliency in the new type of family and 
the growth of technical knowledge on the basis of 
which they can be more rationally dealt with. 

Such family practice will necessarily have to be 
closely integrated with the somatic specialties 
which are traditionally so closely related to family 
situations, notably obstetrics, gynecology, and pedi- 
atrics, though the latter beyond the early years 
must be almost equally closely related to the 
schools. Beyond this there must be a ramified sys- 
tem of agencies by which the patient needing im- 
portant specialized diagnosis or care can be routed 
to the proper people. I would look to the more 
dispersed structure of the modern residential com- 
munity for the most promising models for the loca- 
tion of the most likely types of hospitals and clinics, 
rather than to the recently prominent central-city 
hospital or medical center. With modern transpor- 
tation within urban areas and the expected con- 
centrations of population, this should not be too 
difficult to work out. 


A Few Implications for Medical Education 


Throughout this brief discussion I have em- 
phasized the fundmental processes of differentia- 
tion and integration that have been going on and 
can be expected to do so in American society. Be- 
cause of the special role of science and its institu- 
tionalization in this process and of the special sig- 
nificance of the health complex for the society, 
medicine has and should continue to occupy a 
central strategic position within the society, but 
it is also exposed to a peculiar degree to the pres- 
sures created by the rapidity and fundamental 
character of change. In this situation medical edu- 
cation faces both formidable difficulties of adapta- 
tion and a tremendous opportunity. The difficulties 
are, I hope, apparent from knowledge common to 
the profession and from some of the things I have 
said. The opportunity is to play an even more 
strategic role in a growing great new society than 
it has done in the past. I would like to try to 
specify in three related directions. 

The first concerns response to the general situa- 
tion of the sciences relevant to medicine which, 
following many others far better informed than I, 
I have sketched above. One major focus of the 
problem is the growing length of the process of 
medical training, which has been such a source of 
concern to many within the profession. That good 
medical training should be as long and arduous as 
that in any profession, I should take for granted. 
Yet I am inclined to think that it has tended to 
grow inordinately and that the primary reason for 
this is a tendency to adhere to too much empiricism, 
to find it difficult to accept the inevitable codifica- 
tion of knowledge in terms of higher-level theory 
and the attendant renunciation of great detail ex- 
cept for the range of the field in which the indi- 
vidual is being trained to be a really detailed expert. 
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No individual can pretend any longer to be a de- 
tailed expert over more than a fraction of the field 
of medicine, or, of course, any other of the really big 
fields of human knowledge and practice. But this 
need not mean that medical men must be “super- 
ficial.” They can be trained in the grasp of general 
theory and much illustrative fact, particularly 
crucial fact. And if well trained they should know 
when they do not know the detailed answers in 
particular fields and where and how to proceed to 
get those answers. In sum, I suggest that the im- 
plications of Mr. Conant’s aphorism need to be 
taken very seriously indeed. 

The second point is essentially an application to 
a special case of the first. Uniess I am grossly mis- 
taken, both the relative importance of mental 
illness in the whole field and the scientific know- 
ledge necessary for its competent handling are 
destined to grow greatly in the coming half-cen- 
tury. I feel strongly that the medical profession as 
such should be the central agency, in this field as 
in that of somatic illness, for the responsible treat- 
ment of patients. But if the profession is to meet 
this challenge it must undergo a major reorganiza- 
tion, not least at its growing point of medical educa- 
tion. The present treatment of psychiatry as one 
specialty among many others, which may not be 
entered upon without a full “orthodox” training in 
general medicine, means that it is impossible to 
increase the number of psychiatrists rapidly. At the 
same time the demand for their services is enor- 
mous and increasing rapidly. If medicine does not 
meet the demand, then other agencies will step in, 
which I would greatly deplore. 

Clearly, to be competent to handle mental cases 
the physician must even now not only have more 
clinical experience with them but learn much more 
in such fields as psychology and sociology, and, as 
these sciences develop, this requirement will be- 
come more onerous. For a large group to do this 
in addition to meeting the present requirements is 
out of the question. The only solution I can see is 
to train the future “psychological physician” in 
general medicine in much more general terms than 
now, except for some fields very close to his own, 
like neurology. In other words the differentiation 
between psychological and somatic medicine must 
reach much farther back than now, into the under- 
graduate years. And “psychological medicine” must 
become not just one specialty among others but 
probably one of the two great primary branches 
of the profession. 

My last point concerns the placing of medical 
practice, through the educational policy of the pro- 
fession, more fully, with reference not only to the 
relevant scientific traditions but to the social set- 
ting as a whole, including the social organization 
of science. I think the physician needs to be trained 
to be not less but rather more responsible, particu- 
larly for the welfare of patients, than before. But 
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this high responsibility must, increasingly as the 
society develops, be discharged in a setting where 
the patient leads a more complex life and is harder 
to “get at” as a total person than before and where 
the profession itself must learn to cooperate with 
many different lay agencies, starting with the 
sciences that are not primarily medical. From the 
“rugged individualism” of a kind of splendid pro- 
fessional isolation of the medical past to integration 
in this more complex system of cooperating groups 
and agencies means a major transition. 

To accomplish the transition smoothly and suc- 
cessfully, physicians must be trained for it. Indeed 
in the modern medical school and teaching hospital 
great steps have already been taken in this direc- 
tion. If it is fully carried through medicine will 


J.A.M.A., May 3, 1958 


have a brilliant future as the key element in a com- 
bination of agencies that will ensure a future high 
level of health on all fronts, which would have been 
beyond the most optimistic dreams of any earlier 
generation. 
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For more than a century the American economy 
has exhibited a steady rate of growth. This growth 
can be measured in terms of the output of goods 
and services, which have increased at the rate of 
approximately 3% a year throughout most of our 
shistory. As a result of this capacity to grow and to 
produce we have been able to double the standard 
of living of our people every 25 or 30 years. At the 
same time we have been able to enlarge our capital 
investment so as to assure future growth. 


American Growth 


The unique characteristic of the American econ- 
omy is that the benefits of economic growth have 
been widely distributed among our people. To be 
sure, the scale of industrial enterprise has required 
large aggregations of capital, but it will be found 
upon analysis that these aggregations of capital, as 
represented by such organizations as industrial 
corporations, banks, and insurance companies are 
owned by millions of individuals. It is true that we 
have many millionaires and a highly prosperous 
upper middle class, but the great mass of our 
people are concentrated in the middle-income 
group, and there has been a steady decline in the 
proportion of the population properly described as 


“poor. 


President, Hart Schaffner & Marx. 
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CHANGING CHARACTERISTICS OF OUR ECONOMY 
THEIR IMPLICATIONS IN MEDICAL EDUCATION 


Meyer Kestnbaum, LL.D., Chicago 


Raised Standard of Living.—Insofar as they had 
extremely low standards of living and complete 
lack of economic security, three-fourths of our peo- 
ple could at one time have been regarded as living 
in poverty. President Roosevelt, during the early 
days of the New Deal, referred to the “submerged 
third” of our population. He was speaking at a time 
when there were 14 million persons unemployed in 
the United States and when the private means for 
coping with the distress of individuals had become 
entirely inadequate. 

We can still identify a hard core of poverty in 
the United States, but the number of persons who 
are properly put in this category would constitute 
considerably less than 10% of our population. 
Through a combination of public and private ac- 
tivity we have greatly relieved the impact of this 
condition. There is still much to be done, but the 
distinguishing characteristic of our economy is that 
it has enabled more and more of our people to live 
decent, respectable, and comfortable lives, that the 
proportion whose condition might be considered 
as substandard has been steadily reduced, and that 
we have exhibited through a wide variety of gov- 
ernment programs and through many instances of 
private activity a strong sense of responsibility for 
those groups in our society who are not able to 
achieve for themselves the status and circumstances 
that we regard as basically essential for people in 
our society. 
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Implications of Growth 


It is this growth that has given us the great 
sense of progress that has characterized American 
thought, American political activity, and American 
economic activity for more than a century. It is 
this growth which has permitted a steady advance 
in the conditions under which our people live. This 
growth comes about through the application of our 
energies, aided by science and technology, to the 
forces of nature, and our improvement is based 
primarily on our capacity to produce more effec- 
tively and more economically a larger volume of 
goods and services. 

The notion that somehow this arises through 
beneficent legislation or through a more equal dis- 
tribution of the wealth in our society is one of the 
problems that we must deal with in persuading our 
people that the progress that is being made is satis- 
factory. 

Speaking as a businessman, I should say that one 
of our difficult problems in determining how our 
resources are to be allocated is to get our people 
to understand that this process which has produced 
so much is one for which we, the people, are re- 
sponsible, and that it is not produced by any 
alchemy nor by any magic at any particular polit- 
ical center, and particularly not by any remarkable 
constellation of talents in Washington. 

Parsons (page 31) has pointed out (and I will 
not try to expand on what he had to say) the 
impact of these changes on the way in which our 
people live. Suffice it to say that we have raised 
our standards, that we have eliminated most hard 
and arduous and disagreeable work, that more of 
our people are doing interesting work than ever 
before, and that the educational requirements for 
the complex organization which is required to carry 
on the work of society have been raised tremen- 
dously. 

Changed Distribution of Personnel.—I think it 
might be useful to point out also that the most 
remarkable change that has occurred has to do 
with the relationship between the number of per- 
sons employed in direct production and those who 
are engaged in providing our society with a wide 
variety of services. In the early period of our his- 
tory we needed one person in farming for every 
four members of the population. In the Soviet 
Union today approximately half of the workers are 
still engaged in farming. In the United States today 
one farmer feeds 20 persons. The agricultural revo- 
lution has had a profound impact on our economy 
because it has permitted us to take people off the 
land and out of agricultural production and to bring 
them into industry and to facilitate the remarkable 
industrial production which has so largely revolu- 
tionized our society. 

A somewhat similar process is going on within 
industry. It is not uncommon to think of industry 
as an organization in which millions of people are 
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engaged in arduous, repetitive activities. Much of 
the literature dealing with industrialization visual- 
izes the worker as being, if not chained, at least 
closely tied to a machine that will rivet a certain 
bolt in a certain complicated manufacturing 
process. This picture of the industrial process is not 
an accurate one. 

Out of some 64 million persons employed in the 
United States, approximately 16 million are en- 
gaged in manufacturing, and of those 16 million 
many are engaged in what might be called the 
management planning functions of manufacturing. 
The number of persons actually doing repetitive 
work of the kind that was visualized in some of the 
literature is extremely small. Even the service 
aspects of business have grown, and we are now 
in the process of a clerical revolution which will 
greatly reduce the number of persons engaged in 
so-called white collar activities of a tedious nature. 

As we have been able to produce the food and 
fibers that we require, the industrial products which 
we require, and the transportation and communica- 
tions that are necessary, we have also enlarged the 
opportunity for the rendering of the services that 
are an important index to the quality of our econ- 
omy. 


Expanding Role of Nonmechanized Services 


At this point in our history there is a great deal 
of confusion as to the possibility that, with in- 
creasing technology and increasing productivity, 
we shall soon create large-scale unemployment. 
This psychology has affected the thinking of some 
economists, some (not too many) of the trade 
unions, and some of those who are engaged in try- 
ing to plan for our economy. The truth is that we 
face not a surplus of workers either on the farm 
or in industry but rather a tremendous shortage of 
people who can perform the services that are re- 
quired in our society that do not lend themselves 
to mechanization or organization, on a basis com- 
parable to what has taken place in farming and in 
industry. I am referring, of course, to such services 
as health, education, and the manifold services 
rendered by government, which is probably the 
fastest growing business in our society today. It 
seems to me that it is important for us to recognize 
that the implications of these changes with respect 
to our social and political philosophy are extremely 
important. 

Government.—I would like to say a few words on 
the subject of government and our changing con- 
cept as to the proper role of government in our 
society. There was a period in our history when we 
felt that government was something that was neces- 
sary to preserve the peace, to protect us from 
foreign aggression, to regulate commerce, but that 
in the main “that government governed best which 
governed least.” 
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Our founding fathers developed a constitution 
designed very largely to protect us from too much 
government. Not until quite recently has there been 
a substantial change in our attitude toward the 
role of government, and may I say that this change 
is by no means complete, as we have very im- 
portant groups in our society who still feel that we 
ought to go back to the days when government 
was small, when taxes were low, and when we 
could run our own affairs with a minimum of in- 
tervention from either the state capital or the na- 
tional capital. 

It took the lessons of a serious depression and 
the programs developed during the period when we 
were seeking enonomic recovery to make people 
realize that there are many aspects of our lives 
which can be dealt with only by agencies as large 
as government. As a result, we have developed dur- 
ing the last quarter of a century a variety of gov- 
ernment programs that in the main seek to render 
certain services to our people as a whole and to 
certain groups in our society. These services are 
costly; they are paid for by the general taxpayer; 
they are regarded as being socially necessary. It is 
difficult to imagine that they could be abandoned 
under any political administration, but they take 
an increasing proportion of the output of our 
society. 

Somewhere in this scheme of things, in the in- 
creasing productivity of our society, in the increas- 
ing allocation of the benefits of this production to 
our people as a whole, in the larger administration 
of these services through government, the medical 
profession is faced with a number of important im- 
plications, although I must confess that these im- 
plications are not entirely clear. We can predict 
with safety that a number of things will change; 
but precisely what those changes will be, I think, 
is almost impossible to determine at this time. 

Medicine.—Speaking specifically to this point, and 
with the valor of ignorance that any layman can 
summon to such a task, I would say that the prob- 
lems of the medical profession will be seriously 
compounded by a combination of circumstances. 
You will recall first that the capacity of the medical 
profession to deal with the health of the nation has 
been enormously increased through research, 
through scientific developments, through improve- 
ments in practice and techniques, and therefore the 
kind of service that is available has improved enor- 
mously and, in our own country, has reached 
heights never dreamed of anywhere in the world. 

At the same time our population has increased 
even more rapidly than have our capacities; even 
more important, we have raised our standards and 
expectations. We have raised the standards of medi- 
cine to what we think is appropriate. We have 
encouraged our people to expect a great deal more 
from the medical profession. We have socialized a 
great many programs through grants-in-aid for 
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various health activities, and we have brought the 
great majority of our people closer to medical 
facilities. 

I am not a mathematician, but I suspect that the 
compounding of these factors will put a strain on 
the profession that is far beyond anything that is 
contemplated at the present time. I am confident 
also that the profession will be called upon to 
scrutinize the effectiveness with which it uses its 
resources, both as to facilities and as to personnel. 
There are evidences of this in the growth of the 
medical center and the clinic, in the tendency of 
industrial organizations to offer medical services 
and the trade union health centers that are being 
developed, in the great expansion of military medi- 
cine and of the medical services offered by gov- 
ernment to veterans and other groups. 

As you know, 15% of all the hospital beds in the 
United States are operated by our government, and 
if present pressures continue the proportion will 
grow. It must be clear that unless we find ways of 
utilizing these facilities, which are inadequate in 
any event, to their maximum effectiveness, we are 
likely to experience serious pressures that would 
certainly be in the direction of the socialization of 
a substantial portion of our medical resources. — 


Imminent Adjustments to Change 


Government.—Now, it is natural, I suppose, to 
look elsewhere for a model of what might happen, 
and to say that we would not care to have it hap- 
pen here. I suppose the experience in England has 
disturbed the medical profession in the United 
States and elsewhere. It does not follow that so- 
cialization of medicine would take that form. In a 
sense we have partially socialized medicine at the 
present time when you consider that a very large 
proportion of the funds available for research are 
provided by government; that a substantial portion 
of the medical schools are public rather than pri- 
vate institutions; that medical education is being 
subsidized to an increasing degree by governmental 
activities. 

I think it will be evident that certain aspects of 
socialization have already taken place and that to 
some extent this is inevitable. I would not be 
qualified to express judgments as to whether these 
trends, if carried further, would be good or bad. I 
suspect that they would be both good and bad. 

But the role of governmert in this whole picture 
is one that is so important that it should have the 
very serious consideraion of the professional groups 
in the field. | know this is true of the American 
Medical Association and the many organizations 
affiliated with it, and I know that matters of large 
policy in this field are being very actively and 
seriously debated. 

Medicine.—The only point I wish to emphasize is 
that the implications of the developments which I 
have tried to suggest are greater and more im- 
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minent than I believe is generally recognized even 
within the profession itself. There is not time to 
sit around and talk about how we may adjust our- 
selves to this tremendous increase in the demand 
for medical services of all kinds. I think Parsons 
has pointed out very wisely that the institutional 
changes that will result from the impact of this de- 
mand are likely to be quite substantial and that the 
role of the practitioner in this field may also change 
substantially. 

I wish it were possible for us to devise tech- 
niques and methods by which the effectiveness of 
professional activity could be enlarged on a basis 
somewhat comparable to the application of tech- 
nology to production. I realize that the ideal of the 
teacher is one man on one end of the log and the 
teacher on the other, and the ideal in medical prac- 
tice is the practitioner who knows all about his pa- 
tient and who serves him as an individual. And yet 
even a very rapid calculation would suggest that it 
would not be possible to provide enough doctors 
in our country to give this kind of service to our 
entire population and that it will not be possible 


to provide enough teachers to give this kind of | 


teaching to all who need to be educated. 

When we add some of the other services which 
are considered necessary and desirable in our so- 
ciety, it is clear that the ideal which we seek would 
be reached if there were two or three persons avail- 
able in our society to serve every individual mem- 
ber of our society. If you can figure that out, we 
will have achieved the ideal. 

Education.—On the subject of education there 
have been some ideas—the use of television, the ex- 
tension of the effectiveness of the teacher in other 
ways. There are devices that will be found useful, 
and it is conceivable also that to some extent our 
people will teach one another. But it is difficult to 
see the counterpart of that process in the field of 
medical services. It may be that the day will come 
when the American family will be sufficiently well 
educated so that most of the most elementary health 
problems can be dealt with at the family level. 
This may happen. There is very little to indicate 
that it will happen in the near future. 

Some suggestions have already been made as to 
the role of the practitioner who has to deal with 
the very simple needs of a family, many of which 
might have been avoided if that family had had a 
larger store of education. I have no doubt that 
many of the neuropsychiatric problems that have 
been referred to may possibly be dealt with on a 
group basis, or at least with some sense of group 
understanding at the school level and at the in- 
dustrial level if we get to know more about the 
nature of these problems and can learn something 
about the preventive possibilities. I think this is 
conceivable, although I shudder to think of the kind 
of therapy that would be available in the typical 
industrial establishment today. 
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Conclusions 


Perhaps I can best emphasize what | am trying 
to say by pointing out that if these needs are as 
great as appears to be indicated, it will be neces- 
sary, if we are to avoid complete organization of 
the profession under some kind of a state or organ- 
izational institutional arrangement, to find ways of 
using doctors more effectively, using the institu- 
tions more effectively, and getting a larger degree 
of help from the other institutions in our society, 
notably the family, the school, the church, and our 
industrial establishments. 

It is very easy to state this problem, or at least 
to indicate how it might be stated. It is somewhat 
more difficult to propose how it might be dealt 
with; but it does seem to me that it becomes a 
major challenge to the medical profession and that 
the changes that are required ought to be en- 
couraged rather than resisted. 

On this point I speak now of the point of view, 
not of the great institutions of learning or of the 
leaders of the profession but of many practitioners, 
who occasionally develop an attitude that is com- 
parable to that which is to be found in other or- 
ganizations that feel that the best contribution they 
can make to our society is to see to it that the 
present institutional arrangements are changed as 
little as possible. We find this point of view in many 
of our large groups, and in this connection I do not ° 
except business management. Business management 
has been just as guilty of this attitude as any of 
our other groups. Some of the trade unions have 
exhibited the same tendency. 

The central problem of the society in which we 
live, as I see it, is to accommodate ourselves to the 
very rapid changes that are taking place largely be- 
cause we have a productive society which permits 
rapid changes. A static society does not generate 
these problems because it does not have the pro- 
ductive capacity that would permit these social 
changes. 

Writing parenthetically again only as a layman, I 
should say that one of the problems which we face 
in remote sections of the world is that unrest and 
dissatisfaction have been communicated to large 
numbers of people without the means by which 
these dissatisfactions can be relieved. In other 
words, they have shared our discontent without 
being able to share our great productive capacity 
and the flexibility that we have somehow developed 
in our social organization. 

In this same connection it would be highly useful, 
I believe, if, in examining these problems, we also 
had a somewhat more realistic understanding of 
what is involved. I have already suggested that . 
there seems to be an assumption that any services 
rendered by government are free—that is to say, 
that we do not pay for them—and that the solution 
to problems which we cannot meet at the local 
level is obviously to be found at the national level. 
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The American people have a remarkable interest 
in the solving of problems. We are a problem-solv- 
ing people. Unhappily most of the great problems 
with which we are confronted are not soluble. We 
must deal with problems which cannot be solved. I 
suspect that this is true in the general area of 
health. We may find a cure for a particular disease, 
but the problem of health as a whole I suspect, will 
never be solved as long as men are human and 
mortal. 

The problem is also true of the body politic. | 
speak now of the distinguished professional men 
who are also citizens and who have views on this 
subject of political and social change. Therefore, I 
would like to conclude these remarks in a most 
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elementary kind of summary by saying that as a 
result of a rather remarkable industrial system and 
a highly adaptive kind of society, we have the 
means for the advancement of our lives to an 
extraordinary degree. This is a process which must 
proceed in an orderly fashion, because many of our 
problems are still beyond our capacity. 

The central problem in this whole field of health, 
it seems to me, lies in a wise determination of what 
portion of our resources should be devoted to 
health in relation to the other needs of our society 
and to find ways of meeting these needs most 
effectively in terms that will recognize the many 
other claims on our society. 

36 S. Franklin St. 


CHANGING DIMENSIONS OF MEDICAL KNOWLEDGE 


THEIR IMPLICATIONS FOR MEDICAL EDUCATION, RESEARCH, AND PRACTICE 


Hugh H. Hussey, M.D., Washington, D. C. 


It is evident to everyone that dimensions of med- 
ical knowledge have changed. Wood gave the di- 
mensions and described the changes at the 53rd 
Annual Congress.’ However, one thought from his 
talk must be repeated. The change in dimensions— 
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forth (fig. 1). As it is, fact A leads to new facts 
B,, B., B; . . . B,. Each new fact, in turn, leads to 
a similar expansion (fig. 2). So, medical knowledge 
has grown enormously in recent years, and there 
have been exciting and sometimes frightening ef- 
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Fig. 1.—Life would be so simple if fact A led to fact B and so forth. 


the growth of knowledge—is in a phase of rapid 
geometric progression. Life would be so simple if 
fact A led to fact B, to fact C, to fact D, and so 


Professor of Medicine, Georgetown University School of Medicine. 
Read before the 54th Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 9, 1958. 


fects upon medical education, research, and medi- 
cal practice. Those three items will be considered 
somewhat separately (fig. 3, top), but you must 
remember that they are all part of a larger pattern 
(fig. 3, bottom). 


— 


Vol. 167, No. 1 


Enlargement of the body of medical knowledge 
naturally means an increase in the work for teach- 
ers and students. For the teachers, there is more 
information to impart; for the students, more infor- 


Fig. 2.-Factual knowledge increases geometrically. 
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Fig. 3.—Top, the three elements in medical scheme. 
Bottom, the three elements as part of larger pattern. 


mation to receive. One other corollary effect de- 
serves brief mention because it has created prob- 
lems all its own. The growth spurt of medical and 
all scientific knowledge has overtaxed methods for 
storing that knowledge and of bringing it out of 
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storage on demand. The sheer volume of medical 
literature has the libraries bulging at their seams 
(fig. 4). | 

Growth of Faculties 


To return to the proper thread of thought, an 
early result of the growth of knowledge was spe- 
cialization. This has affected techniques of teaching 
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Fig. 4.—The growth of medical knowledge has overtaxed 
the libraries. 


Fig. 5.—Twenty-fiwe years ago a department of medicine 
often had only one full-time man—the director. 


as well as those of practice. The chief development 
in the medical schools has been an increase in the 
number of “full-time” clinical teachers. For exam- 
ple, 25 years ago, in a medical school of modest 
resources and reputation, it was not surprising to 
find a department of medicine in which the direc- 
tor was the only fuii-time man (fig. 5). Today the 
picture is quite different. In that same school, the 
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director is likely to have quite a large group ot 


full-time people, representing areas of special clin- 
ical interest (fig. 6). 


Fig. 6.—Today, the department director is likely to have quite a large 


group of full-time people. 


Such growth of medical faculties had many good 
effects, but my assignment demands that I write 
about some that are not so good. 

Teachers.—Few of the full-time teachers have 
received training in educational methods. At some 
schools, methodology of teaching receives consid- 
erable attention from faculty; at others it is still 
largely neglected. 

Teacher Shortage.—There is a shortage of teach- 
ers of all kinds, and it is likely to increase (fig. 7). 
The shortage was demonstrated in the 57th Annual 
Report of the Council on Medical Education and 
Hospitals of the American Medical Association.’ 

Money.—Faculty expansion and other necessary 
changes within medical schools have cost a lot of 
money. The resources of the schools have been 
strained to the utmost, even with substantial help 


Fig. 7.—Serious shortage of teachers in medical schools. 
Unfilled full-time faculty positions in U. S. 


from the American Medical Education Foundation, 
the National Fund for Medical Education, and 
other important contributors. To compound the 
financial misery of medical school administrators, 
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the problem of “soft” money has arisen (fig. 8). 
You will hear about that term at almost any medi- 
cal school nowadays. It refers to money that may 
melt away at any moment, at the whim 
of a Congress or the directors of a 
drug company. It contrasts with “hard” 
money that is derived from the school's 
own resources. Unfortunately, “soft” 
money has necessarily become an im- 
portant element in faulty support. 
Division in the Ranks.—There has 
been a growing tendency to division 
between physicians who teach and phy- 
sicians who practice medicine. To those 
of you who are familiar with Roger 
Price’s “droodles,” figure 9 may suggest 
the picture of a nude searching for a 
collar button, or a croquet wicket for 
Siamese twins. It is presented to em- 
phasize the need for unity within the 
medical profession. Unfortunately, doc- 
tors of the town and doctors of the 
gown are divided—they have stopped 
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Fig. 8.—So-called soft money has become an important 
element in faculty support. 


communicating freely, and that is dangerous (fig. 
10). The teachers need to be closely in touch with 
the practitioners, all the more so when you consider 
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that this small segment of the medical profession— 
the teachers—is the one which has earliest and strong- 
est influence upon the next generation of physicians 
(fig. 11). At the 1956 Congress, Dr. Harvey Stone 
had some good suggestions for “filling 
the gap between academic medicine 
and medical practice.” * 

A Premium on Research.—An extraor- 
dinary premium has been placed upon 
research by faculty members. This is 
not solely a result of changes within the 
medical school. Other factors have had 
an important influence—public interest 


Fig. 9.—Roger Price’s “droodle” of 
“a nude looking for a collar button” 
suggests the need for unity between 
doctors of the town and doctors of 
the gown. 


in research as something glamorous, the 
generosity of the government and of 
drug companies and private health 
agencies, and man’s natural curiosity 
about the unknown. 

In any event, research is big busi- 
ness in medical schools today. It is hav- 
ing a considerable influence upon their 
faculties. One effect, “hydridism,” was described by 
Dr. Charles L. Dunham in a speech to the Amer- 
ican Chemical Society last fall ( fig. 12). He recalled 
that when he was a medical student each depart- 
mental discipline was self-contained. Then he made 
this observation: 

What we see today is department names giving a clear 
indication of the teaching responsibilities of that depart- 
ment, but very little by way of a clue as to the nature of 
the research being done in that department. Biochemistry 
and physiology were the first to become inextricably mixed, 
then biochemistry and microbiology. . . . Hybridism is on 
the rampage today and the still undefined biophysicist is one 
of the most potent examples of this breed. 

Please understand that I believe in medical re- 
search as an integral part of medical education. 
However, there are threats of danger when medical 
schools make a fetish of research, when it derives 
much of its financial support from sources that in 
turn influence its direction, when it outweighs 
other considerations for academic advancement, 
and when it becomes the province of untrained or 
half-trained workers. 
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Effects on Students 
Expansion of medical knowledge has also had 
important effects upon medical students. Curricu- 
lums have been altered and techniques of teaching 


Fig. 10.—Unfortunately, physicians who teach and physicians who practice 
are sometimes divided. 
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Fig. 11.—Teachers’ Influence on Practitioners. 


have changed. For example, principles are empha- 
sized over facts,* learning by experience has as- 
sumed paramount importance in the clinical years, 
and correlation and integration have become fash- 
ionable in revised curriculums. 
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Accordingly, the medical student’s burden has 
increased enormously. Not only is he expected to 
learn more in four years than his predecessors of 


Fig. 12.—The “hybrid scientist” is a product of present- 
day research tendencies. 


a short time ago but he is called upon to accept 
more and more responsibility for his own educa- 
tion. His teachers less often act as guides for his 
educational explorations (fig. 13). They give him 
a map and point the way (fig. 14). 


Fig. 13.—Medical school teachers less often act as guides 
for their students’ education. 


The principle of this change is in the best Amer- 
ican tradition of pioneers and self-made men. How- 
ever, there are risks—not the least being the hetero- 
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geneity of students, the comparative isolation of 
medical education from all that has preceded it, 
and the differences of opinion among medical 
teachers about teaching methods (fig. 15).° 

More than ever, in the new educational environ- 
ment, it becomes important for teachers to consider 
the fourth R that Darley wrote about in 1954.° He 
represented medical education as a simple formula: 
“M rp), where C is the student’s intellectual capac- 
ity and M is his motivation; TP is the medical 
school program; R represents the factors that inter- 
fere with the student’s learning and distract his 
attention (fig. 16). Some of R is produced by 
teachers and their methods. But a large part of R 
is a result of the student’s anxiety about other 
things, and this brings me to the subject of money 
again. 

Like the cost of everything else, tuition in medi- 
cal schools is more expensive today than it was 20 
or 25 years ago. However, this is only a small part 


Fig. 14.—The teacher simply points the way. 


of the price that is currently paid for a medical 
education. In comparing costs today with those of 
the past, you must consider the reduction in in- 
come-producing years that has resulted in part 
from the growth of medical knowledge (fig. 17). 
The diagram contrasts the experience of two grad- 
uates, both internists. The 1957 graduate will be 
six years later in launching his career in practice 
than was the case for his 1934 counterpart. 
Medicine has always required arduous and long 
preparation. However, something needs to be done 
about the picture in figure 18 if medicine is to 
attract its share of bright young people. In that 
connection, GP recently commented, “Perhaps the 
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time has come to stop talking about approaches 
and to get busy with making some definite plans. 
Certainly the planning stage would require the 


STUDENTS DIFFER 


MEDICAL EDUCATION 
ISQLATED 


Fig. 15.—Student assumes more responsibility for own education. 


interest and participation of many different groups 
—college educators, medical educators, other scien- 
tists, organized medicine, government, licensing 


C = INTELLECTUAL CAPACITY OF STUDENT 


CM M = MOTIVATION 
(TP) 
R TP = MEDICAL SCHOOL PROGRAM 


R = FACTORS THAT INTERFERE 


Fig. 16.—Dr. Ward Darley’s formula for medical educa- 
tion. 


agencies, and others.”” It is indeed hopeful that 
this congress is devoted to such plan- 


EDUCATORS DISAGREE ON 
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ful assay and thoughtful planning. Otherwise, there 
is risk of deterioration of the educational value of 
the internship and of the quality of hospital care. 

The Practicing Physician.—The en- 
larged dimensions of medical knowl- 
edge have created many troubles in 
medical practice. For the physician per- 
sonally, the most serious difficulty is in 
staying abreast of medical knowledge. 
Better means must be devised for his 
postgraduate education if he is to as- 
similate all he should of the new infor- 
mation that pertains to his practice 
(fig. 21). This is true for specialist 
and general practitioner alike. 

In the whole field of medical practice 
many changes have taken place, and 
others are coming fast. Some of the 
more important are entry of the “third 
party” into the economic scheme of med- 
icine, group practice, increasing special- 
ization, and the changed pattern of the 
practice of internal medicine so that in- 
ternists and general praci.tioners have a mutual 
interest in being known as family physicians. 

The Public.—Ycu might suppose that the public 
—the consumers of medical care—would be grateful 
for all the wonderful medical advances of this cen- 
tury, and indeed they are. They like their own doc- 
tors. However, they think other doctors leave a lot 
to be desired. Also the consumers are beset by 
troubles with costs and sometimes with getting a 
physician when they need him. And, to some ex- 
tent, they have been led away from affiliation with 
a single “family physician” and into the bad habit 
of self-diagnosis for the purpose of picking the 
right specialist. 


ning. YEARS SPENT AFTER HIGH SCHOOL FOR EDUCATION OF PHYSICIANS 


The Practice of Medicine 


Hospitals.—The growth of medical 
knowledge has led to a larger use of hos- 
pitals, has added greatly to the intri- 
cacies of hospital care, and has raised 
the costs of hospital operation. One of 
the most important side-effects is an ex- | 


traordinary increase in house staff posi- 
tions (fig. 19).° The increase is out of 
all proportion to the number of grad- 
uates from United States medical schools. 
Consequently, many internships and res- 
idency positions are vacant, and a large 
number are filled by alien physicians (fig. 20).° 
The unfilled positions and the increasing number 
of alien physicians are problems that deserve care- 
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Fig. 17.—The physician’s income-producing years have been reduced. 


In this connection, one segment of public opinion 
—the opinion of the physicians themselves—pro- 
vides a thought-provoking note upon which to con- 
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clude this essay. Curiously, physicians have a worse 
opinion of themselves than their patients do. This 
was brought out in a nationwide survey ° summar- 
ized in THe JourNAL '® (fig. 22). 


YEARS OF EDUCATION AFTER HIGH SCHOOL IN VARIOUS PROFESSIONS 


PHYSICIAN 


| DENTIST 


| LAWYER 


| TEACHER 


| ENGINEER 


ACCOUNTANT 


| NURSE 


Fig. 18.—Something may need to be done about this pic- . 


ture if medicine is to attract its share of bright young 
people. 


That summary concluded: “It seems evident that 
the individual doctor needs to form a better opinion 
of his colleagues and to convey that opinion to his 
patients. If he himself helps create derogatory im- 
pressions of other doctors, he thwarts the public 
relations efforts of his profession.” 

That statement seems to imply that impressions 
can be turned on or off, or made hot or cold, like 
water from a shower faucet. It implies that phy- 
sicians are privileged to form only good opinions 


INTERNSHIPS AND RESIDENCIES 


Fig. 19.-There has been an extraordinary increase in 
house staff positions. 


about their fellow physicians. Probably those impli- 
cations were not intended. It seems more likely that 
the writers of the survey summary meant only to 
urge upon all physicians a critical self-examination. 
That’s a sound intention, based undoubtedly on 
“first cast out the beam out of thine own eye.” 


J.A.M.A., May 3, 1958 


But the second part of that verse from the seventh 
chapter of Matthew adjures, “then shalt thou see 
clearly to cast out the mote out of thy brother's 


11,616 INTERNSHIPS 


U.S. CITIZENS 
6,487 


UNFILLED 


2,836 


Fig. 20.—Unfilled internships and positions filled by alien 
physicians present problems that deserve careful study. 


Fig. 21.—Better means must be devised for postgraduate 
education of physicians. 


eye.” So, in physicians’ problems with their impres- 

sions about their colleagues, a similar venture in 

group therapy may be indicated. Perhaps mutual 

examinations will be more productive of mutual 

understanding and respect. When they can think 
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and speak well of each other, they may hope for an 
improvement in public attitude toward their pro- 
fession. 


OPINION ABOUT OTHER DOCTORS - 


- NUMBER OF M.D.’s HOLDING IT 


NOT AS DEDICATED TO SERVING MANKIND AS THEY SHOULD BE 
HARD TO REACH FOR EMERGENCY CALLS 


HAVE THE IDEA THEY ARE ALWAYS RIGHT 


KEEP PEOPLE WITH APPOINTMENTS WAITING LONGER THAN NECESSARY 


OUR ECONOMY—LARSON AND BOWERS 


NOT ENOUGH PERSONAL INTEREST IN THEIR PATIENTS............. 


DON'T GIVE THE PATIENT AS MUCH TIME AS THE PATIENT WOULD LIKE 
NOT FRANK ENOUGH IN TALKING TO PATIENTS ABOUT THEIR ILLNESSES 


THEY THINK THEY ARE BETTER THAN MOST PEOPLE.......... .........04. 


MOST DOCTORS TRY TO HIDE OTHER DOCTORS’ MISTAKES 


Fig. 22.—Physicians have a poor opinion of themselves. 
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CHANGING CHARACTERISTICS OF OUR ECONOMY AND 
THEIR IMPLICATIONS IN MEDICAL EDUCATION 


REPORT OF WORKSHOP-CONFERENCE 


Leonard W. Larson, M.D., Bismarck, N. D. 


and 


John Z. Bowers, M.D., Madison, Wis. 


Vice-Chairman, Board of Trustees, American Medical Association 
(Dr. Larson), and Dean, University of Wisconsin Medical School 
(Dr. Bowers ). 

Members of the Workshop-Conference on Changing Characteristics 
of Our Economy and Their Implications in Medical Education included 
in addition to the Chairman (Dr. Larson) and the Rapporteur (Dr. 
Bowers) the following individuals: Warde B. Allan, M.D., associate 
professor of medicine, Johns Hopkins University School of Medicine, 
member, Council on Medical Education and Hospitals, A. M. A.; 
Eugene N. Beesley, LL.B., president, Eli Lilly & Company; F. R. 
Bradley, M.D., director, Barnes Hospital, St. Louis; W. Andrew Bun- 
ten, M.D., member, Council on Medical Education and Hospitals, 
A. M. A.; A. J. Carroll, State University of New York, Syracuse, N. Y.; 
John W. Castellucci, executive director, Blue Shield Medical Care 
Plans; Kermit Eby, professor of social sciences, University of Chicago 
Division of the Social Sciences; Charles F. Ferguson, executive secre- 
tary, Pennsylvania CIO-CSC Council; Joseph C. Hinsey, Ph.D., direc- 
tor, The New York Hospital—Cornell Medical Center; Leonard W. 
Martin, Ph.D., Bureau of Economic Research, A. M. A.; Raymond M. 
McKeown, M.D., member, Board of Trustees, A. M. A.; James Rock, 
Research Department, American Farm Bureau Federation; Lyle Saun- 
ders, associate professor of preventive medicine and public health, 
University of Colorado School of Medicine; Herman B. Wells, LL.D., 
president, Indiana University. 


The workshop conference on Changing Charac- 
teristics of Our Economy and Their Implications in 
Medical Education first studied the economic trends 
considered most significant. The standard of living 
doubles every 25 to 30 years. There has been a 
leveling process in regard to the financial status of 
the individual, and the “underprivileged” class is 
disappearing. As more people have more money, 
they demand more medical services, more physi- 
cians, more paramedical workers, and more hos- 
pitals. Increased demand by the consumer is a most 
significant implication of the changing characteristic 
of the economy. The steady shift from farm to in- 
dustry is associated with a sharp increase in income 
and doubling of per capita income. 
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The state of chronic inflation which we have lived 
in, and seem destined to continue to live in, raises 
problems for educational institutions, including 
teaching hospitals. Educational institutions cannot 
pass on the increased costs to the consumer as 
rapidly as can an operation like the steel industry. 
As government is the fastest growing business in 
society, it has great potential effect in medicine. 
Fifteen per cent of all hospital beds belong to fed- 
eral agencies. Are they put to the best use for 
medical education? The workshop doubted it. 

The increased consumer demand for health 
services is accentuated by the increasing prevalence 
of insurance programs. As a result, people can 
afford to demand more medical care. With in- 
creased prevalence of insurance programs, teaching 
material, especially for residency training, de- 
creases. As industrialization increases, the avail- 
ability of individuals to render service decreases, 
including individuals in the health services. 

The present tax structure, which stil] does not 
give sufficient recognition to the problems of re- 
tirement and health protection for the self- 
employed (i. e., the physician), may lessen the 
appeal of medicine as a career. The trend toward 
the shorter work week places increasing pressure 
for productivity on the individual while he is ac- 
tually employed. As a result, diseases relating to 
tension and anxiety are of growing importance in 
occupational medicine. 

The prevalence of the burden of short-term debt 
makes individuals reluctant to spend money for 
health care and for education. Electronic devices 
seem more important than support of educational 
institutions. Ninety-five per cent of the national 
income is spent in the month that it is earned. Com- 
plete prepayment, comprehensive medical care, 
offered preferably through group practice, and con- 
sumer concern about quality are the basic tenets 
of organized labor’s attitude on health programs. 
Each of these raises economic problems. 


What Do Economic Trends Mean 
to Medical Education? 


There is a need for greater financial support for 
all of our medica] schools. Confusion exists as to 
the actual costs of medical education, and efforts 
at cost accounting should be applied in a number 
of medical schools. Tuition, of course, only repre- 
sents a small fraction (10-25%) of the total cost. 
The balance is made up from private philanthropy 
(including contributions from physicians), corpor- 
ate giving, indirect federal subsidy, and tax money 
for state-supported medical schools. 


J.A.M.A., May 3, 1958 


How Can the Cost of Medical Education Be Met? 


Rapid expansion of scholarship programs from 
private sources, industry, and labor should be en- 
couraged. The workshop suggested that tuition 
should be increased to more realistic figures to 
cover a larger percentage of the total cost. It was 
agreed that higher tuition figures would not impose 
an undue burden on many families and students. 
However, scholarships should be sufficient in num- 
ber and amount to cover — tuition for those 
students who are in need of help. 

Probably many well-qualified young aii a are 
diverted to other careers because of the high cost of 
medical education, the long period of training, and 
erroneous reports on the difficulty of gaining ad- 
mission to medical school. These comments em- 
phasized to the workshop the need for more 
intensive efforts at informing the public of the ac- 
tual opportunities in medicine and the cost of 
medical education. Such efforts would encourage 
individual and corporate giving. The geographical 
restrictions imposed on many _ state-supported 
schools were considered to be serious deterrents to 
affording opportunities to well-qualified students. 
There was agreement that a large share of the cost 
of medical education today is born by indirect fed- 
eral subsidy. Extension of federal programs to 
direct, continuing subsidy would be unwise because 
of the inherent dangers of “federal control.” 

Economic trends, especially consumer demand, 
and population increases will undoubtedly result in 
a need for more physicians. Part of this need will 
be met by new schools now under construction or 
in planning stages. The American Medical Asso- 
ciation and the Association of American Medical _ 
Colleges should counsel with representative uni- 
versity administrators to objectively appraise the 
desirability of indicated expansion of enrollment in 
existing schools. Expansion of enrollment to maxi- 
mum desirable levels might actually lower unit 
costs. Obviously, this could only be accomplished 
through the availability of more money and more 
teachers. Reasonable expansion of existing schools 
would be preferable to indiscriminate development 
of costly new schools. 

Recurrently, the need for a more positive ap- 
proach toward communication between medicine 
and individuals representing the other groups 
concerned with our economy was emphasized. 
The need for action in this respect is obviously 
urgent. 
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OF SOCIETY 


REPORT OF WORKSHOP CONFERENCE 


Julian P. Price, M.D., Florence, S. C., Russell A. Nelson, M.D., Baltimore 


and 


W. Clarke Wescoe, M.D., Kansas City, Kan. 


This workshop conference on “Changing Char- 
acteristics of Society” is indebted in great measure 
to Parsons’ magnificent presentation earlier in the 
day. The members had before them a preliminary 
agenda but exercised their prerogatives as free 
American citizens to dispense with such a formal 
and restraining document. However, the report as 
finally assembled does bear some relationship to 
the items of the agenda, a tribute, perhaps, to the 
flexibility of phrasing of the original notes. 


Sociological Trends 


The first question to which the members ad- 
dressed themselves was, “What are the most sig- 
nificant sociological trends?” We were agreed that 
most prominent among these trends was a continu- 
ing emphasis on industrialization in American 
society. Of equal importance was considered to be 
the continuing trend toward suburbanization, a 
trend away from both relatively isolated rural life 
and relatively compact “big city” life. The third 
sociological trend of importance was considered to 
be the more or less migratory manner of modern 
life, perhaps a symbolization of the restlessness of 
the day but more probably a result of the indus- 
trialization (with its consequent transfers and 
attraction of personnel) and the press toward sub- 
urbanization. The fourth impressive sociological 
trend was thought to be a continuing emphasis on 
early marriage. 


Secretary, Board of Trustees, American Medical Association (Dr. 
Price ); Director, the Johns Hopkins Hospital (Dr, Nelson); Dean of the 
School of Medicine and Director of the Medical Center, Professor of 
Pharmacology and Experimental Medicine, University of Kansas, and 
member, Council on Medical Education and Hospitals, American Med- 
ical Association (Dr. Wescoe ). 

Members of the Workshop-Conference on Changing Characteristics of 
Society included in addition to the Chairman ( Dr. Price), Co-Chairman 
(Dr. Nelson), and Rapporteur (Dr. Wescoe) the following individuals: 
Joseph Ackerman, Ph.D., managing director, The Farm Foundation; 
Andrew W. L. Brown, assistant director, Community Services Depart- 
ment, International Union, United Automobile, Aircraft and Agricultural 
Implement Workers of America~UAW; W. Glenn Campbell, Ph.D., 
director of research, American Enterprise Association; L. T. Coggeshall, 
M.D., dean, University of Chicago Division of the Biological Sciences, 
president, Association of American Medical Colleges; Cleon A. Nafe, 
M.D., member, Board of Trustees, A. M. A., associate professor of sur- 
gery, Indiana University School of Medicine; Willard C. Rappleye, 
M.D., dean, Columbia University College of Physicians and Surgeons; 
Julius B. Richmond, M.D., professor of pediatrics, State University of 
New York Upstate Medical Center; William P. Shepard, M.D., chair- 
man, Council on Industrial Health, A. M. A.; Charles T. Stone, M.D., 
professor of internal medicine, University of Texas Medical Branch, 
member, Council on Medical Education and Hospitals, A. M. A.; 
Payson S. Wild, Ph.D., vice-president and dean of faculties, North- 
western University; William R. Willard, M.D., werpereee and dean, 
University of Kentucky Medica] Center. 


Results of Trends 


The trends toward continuing industrialization 
and suburbanization have already reflected them- 
selves in part on medical education. They seem not 
to impose great needs on medical education for 
change; rather they seem to have wrought a change 
themselves. Coincident with these trends and in 
part a result of them has come the increase in 
third-party payment in medicine and a decrease in 
ward or charity services in hospitals. 

The importance of health insurance programs 
and their increasing magnitude has been one result 
of our changing society. The concept of “insurance” 
in these programs appears to differ from the usual 
one. If these are to survive we believe they need to 
be reevaluated, that casualty type polices may need 
to replace prepayment plans. If they do not, costs 
will continue to soar. Presumably the answer here, 
too, lies in public education. There are very few 
determined to die just to cash in on their life insur- 
ance premiums; there are very few who deliberately 
seek accidents to cash in on their automobile colli- 
sion policies; there are very few who burn down 
their homes in order to “get their money's worth” 
out of fire insurance. Yet the majority of policy 
holders appear determined to cash in every year 
on their health insurance. 

In many schools today, clinical teaching is carried 
on with the cooperation of “paying” and “private” 
patients. Indeed in some schools today the clinical 
teaching could not be carried on without such 
patients, and tomorrow it may be true in all schools. 
It is our feeling that quality medical education will 
not suffer because of this. There is nothing educa- 
tionally unsound in the use of intelligent, paying, 
private patients for teaching purposes. They have 
common ills, and they are the obvious type of 
patient for whom the student will be largely re- 
sponsible in his active professional career. The 
implications of these patients as the predominant 
source of teaching material pose real problems, 
however, in graduate medical education. These 
problems were discussed in another program this 
morning and need not be repeated here. 

Although it was our feeling that quality medical 
education would not suffer with the increasing 
utilization of paying and private patients as teach- 
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ing cases, it was recognized that the public as well 
as the practicing profession would have to be edu- 
cated to this necessity so that the cooperation of 
both these groups might be gained. It was recog- 
nized that many groups (industrial and labor) would 
be useful in helping medical education gain this 
cooperation. 

With the continuing increase in industrialization 
there will be a continuing need for higher quality 
industrial health programs. The medical student 
should be made aware of these problems and 
should be made aware, as well, of the career possi- 
bilities of industrial health. 


Expectation by Society of Health Resources 


The workshop group next addressed itself to the 
question, “What kind of health resources will 
society expect to be available?” We were in unani- 
mous agreement that the movement to suburbaniza- 
tion and the increasing number of young families 
will lead to a greater need for family physicians in 
contrast to specialists in narrow fields. Granted that 
there will be an increasing need for well-trained 
family physicians, it was not our opinion that this 
family physician would be entirely akin to the 
family doctor of bygone days. The very mobility of 
the family, the migratory trend, may well make 
family practice extremely frustrating. The ability 
to learn all of the family’s problenis in an industrial 
society will be seriously restricted and the family’s 
counselor in health matters may change frequently 
in the course of a few years. 

The workshop members were agreed that much 
of medical practice in the future would be in groups 
and that, in turn, the group would be based on 
several family physicians. The role of these physi- 
cians in our changing society was pictured as dif- 
fering from the role of today’s physician in an urban 
community. We pictured this family physician as 
being less hospital-centered and less oriented 
toward acting in a consultant capacity; we pictured 
him as clinic oriented, calling upon consultants in 
urban medical centers when such consultation was 
necessary. 

We felt, in addition, that this physician would be 
community-related, that is to say one who played a 
prominent role in community life. We look upon 
him as a well-rounded physician aware as well of 
social change as of medical progress. This social 
awareness will result from greater emphasis on the 
behavioral sciences in medical education, an em- 
phasis already apparent and continually increasing. 

What about personal characteristics of physicians 
as considered essential by society? None of us was 
able to define these characteristics, but we agreed 
that essentially they came close to being those 
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assigned to the deity. Society, we feel, will want 
the physician to be a professional man of great 
skill, intelligent and wise, forebearing and forgiv- 
ing, gentle and kind, a family man, but willing to 
leave his home at another’s call, as well as to be a 
civic leader and a force for progress in the commu- 
nity. Probably no other group is expected to have 
these characteristics. The medical student's motiva- 
tion, therefore, is all-important, and his every day 
in formal schooling must stress continually the 
philosophy of dedication to service. 


Relationship of Physician to Public 


The workshop group felt that there needed to be 
community education toward the role of the physi- 
cian. We are convinced that no other profession is 
as profoundly introspective as medicine, a profes- 
sion that has given so much and promises to give 
even more. There appears to be general agreement 
that American medicine has reached a point never 
before approached by any system, that American 
medical education has reached a pinnacle. Yet in- 
tensive soul-searching and thought of necessity 
continue. We are not convinced that the general 
public is aware of this. We are not convinced that 
the public appreciates that medical schools decry 


so-called premedical curriculums; that medical 


schools prefer those preparing themselves for ad- 
mission not to segregate themselves from their fel- 
lows at an early period in college. We are not 
convinced that the general public appreciates that 
medical schools encourage a broad liberal arts 
education, that they have places for majors in his- 
tory and sociology as well .:s in chemistry, that they 
have reduced their specidc requirements in order 
to allow for this broadened collegiate education. 
We are not convinced, further, that the general 
public is aware of the fact that medical schools are 
stressing the behavioral sciences and social aspects 
of illness. We believe that the general public must 
be made aware of these matters. 

Further we believe that in some way the public 
must be educated to know better the role of the 
physician in order that his energies may best be 
conserved and his abilities most efficiently used. In 
many areas the public has come to know that the 
time the doctor has to spend in his car is wasted as 
medical service; further it has come to appreciate 
the fact that the physician can operate more effi- 
ciently in his office or clinic facility than at the 
bedside in a home. If this educational process can 
continue, our medica: taients will be put to better 
use—more will be served by fewer physicians. 

And this brings us finally to what for want of a 
better name we can call a discussion of the “num- 
bers game.” As the law frowns upon the “numbers 
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rackets” so we think medicine should frown upon 
engaging in a similar pastime. Admittedly there are 
those who find great security in reducing all terms 
to numerical designations; there are even those who 
make their living by it—and stupefy us in the bar- 
gain. We are not convinced that anyone knows (or 
ever will) if there is an optimal ratio of physicians 
to population. We are convinced that a reporting of 
such a finite figure can be harmful to medicine. It 
is fairly obvious that this figure must vary with 
types of population as well as with availability of 
paramedical personnel. We suggest that some 
agency set about a proper evaluation of this matter. 
We suggest, with all the advances that have been 
made in preventive medicine and rehabilitative 
medicine, that one physician today may properly 
care for twice as many patients as his predecessor 
did 25 years ago—and we suspect that the ratio 
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may become even higher in the future. Indeed with 
more physicians practicing as generalists and with 
a redistribution of specialist skills, we think that 
the numbers we cling to today may have but little 
meaning tomorrow. It was our consensus that mere 
addition and multiplication of present numbers may 
lead to figures with no meaning and, at best, figures 
that are highly inflated. 

We regret, but feel we must mention, the fact 
that we live today in a period of international ten- 
sion that beclouds our national problems. However, 
we feel that we can keep pace with our changing 
needs if we thoughtfully give attention to our prob- 
lems, as we are in these few days. We suggest the 
need for further conferences such as these—and for 
the wide dissemination of the results of these delib- 
erations. 
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POPULATION CHARACTERISTICS AND TRENDS 


REPORT OF WORKSHOP-CONFERENCE 


John W. Cline, M.D., San Francisco 


and 


Vernon W. Lippard, M.D., New Haven, Conn. 


About a year ago I participated in a conference 
here in Chicago which was organized by the Na- 
tional Fund for Medical Education. The task as- 
signed to me was to summarize the financial status 
of American medical education and, in broad 


Associate Clinical Professor of Surgery, Stanford University School 
of Medicine and Member, Council on Medical Education and Hos- 
pitals, American Medical Association (Dr. Cline), and Professor of 
Pediatrics, Yale University School of Medicine (Dr. Lippard). 

Members of the Workshop-Conference on Population Characteristics 
and Trends included in addition to the Chairman (Dr. Cline) and the 
Rapporteur (Dr. Lippard) the following individuals: James Brindle, 

irector, Social Security Department, United Autémobile Workers; 
Edwin L. Crosby, M.D., director, American Hospital Association; 
Frank Dickinson, Ph.D., Bureau of Economic Research, A. M. A 
C. Manton Eddy, vice-president and secretary, Connecticut General 
Life Insurance Company; Harlan English, M.D., member, Council on 
Medical Education and Hospitals, A. M. A.; George M. Fister, M.D., 
member, Board of Trustees, A.M. A., clinical lecturer in surgery, 
University of Utah College of Medicine; Edwin S, Hamilton, M.D., 
chairman, Board of Trustees, M. A.; Clifford M. Hardin, Ph.D., 
chancellor, University of Nebraska; Matthew R. Kinde, M.D., direc- 
tor, Division of Medicine and Public Health, Kellogg Foundation; 
Charles Manning, vice-president, Towers, Perrin, Forster and Crosby; 
Aims C. McGuinness, M.D., special assistant to the Secretary for 
Health and Medica! Affairs, Department of Health, Education, and 
Welfare; Robert Straus, Ph.D., professor of medical sociology, Univer- 
sity of Kentucky Medical Center; Arthur F, Wileden, Ph.D., professor 

rural sociology, University of Wisconsin College of Agriculture; 
John B. Youmans, M.D., dean and professor of medicine, Vanderbilt 
University School of Medicine. 


strokes, to anticipate its future financial needs. The 
time allotted was 15 minutes, in the last one of 
which I estimated that if the population of the 
United States rose from the present 170 million to 
220 million by 1975, as predicted, and the current 
physician-population ratio was to be maintained, 
the rate of production would have to be increased 
proportionally. The simple algebraic equation used 
was 170:200=7,000:X. (Current graduating classes 
number about 7,000.) X equaled about 9,000, so I 
said that we should probably have to produce 
about 2,000 more physicians a year, unless we are 
to depend largely on importation, and that would 
require the establishment of about 20 more medical 
schools. This statement reached the newspapers 
promptly and thereby I became an expert! 

Now I do not pretend to be either a mathemati- 
cian or a sociologist, and I am not so naive as to 
believe that such a complex social problem can be 
solved that easily. Consequently, I am very glad to 
have had an opportunity in the past day to take 
part in a program which would analyze it more 
rationally. 
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The demographic facts, as presented by Kirk, are 
obvious. Each year we add about 3 million people 
to our population. Redistribution is taking place 
and major growth occurring in the West. More 
people are living in suburbia and exurbia. The 
population is more mobile. The number and pro- 
portion of older citizens will advance steadily. 
There is a persistent decline in the proportion of 
unskilled and agricultural workers and a corre- 
sponding upgrading of the population in terms of 
income, occupation, and education, These were the 
facts presented to us, and the challenge was to 
interpret them in terms of the future need for 
physicians. 


Demographic Facts 


Members of the workshop on population char- 
acteristics and trends interpreted our assignment 
to indicate that we were to be more concerned 
with numbers than the other groups, but some 
invasion of their territories was unavoidable. We 
also soon became aware that, significant as the 
demographic facts which I have cited may be, 
there are statistical considerations peculiar to the 
physician population which must also be taken into 
account. 

Historical Trends.—We decided very early in our 
discussion that a problem of this sort must be con- 
sidered in historical perspective. The social, eco- 
nomic, and scientific trends with which we are 
concerned are not new ones which start today, but 
rather they have been in progress for a long time. 
Improved transportation and communication re- 
sulting from the automobile and the telephone have 
been with us with gradually increasing effective- 
ness for over half a century. The conquest of in- 
fectious diseases resulting from improved sanitation 
was under way at the turn of the century. Immun- 
ological methods, such as those for prevention of 
diphtheria, had come into common usage by the 
1920's. Sulfonamides have been available for 20 
years and the antibiotics for 15. But the remai+” ole 
fact is that the number of physicians per 100.“ 
population has remained fairly constant over this 
entire period. By 1920 it was 137, in 1940 it was 
133, and it was still 133 in 1955. In other words, al- 
though the number of physicians licensed each year 
has been greater than the number who died, the 
difference has been just great enough to maintain 
pace with the increase in total population. 

It has been conjectured that as ancillary health 
workers become available the need for physicians 
will be diminished, but that trend has also been 
established for 50 years. In the period 1900-1950, 
the number of physicians increased by 58%, while 


52 POPULATION—CLINE AND LIPPARD 


J.A.M.A., May 3, 1958 


over the same period the total number of trained 
health personnel, including dentists, nurses, and 
pharmacists, increased by 370%. If this remarkable 
increase has diminished the need for physicians’ 
services, it is not yet apparent. 

Some of the ph ,sician members of the panel were 
of the opinion that doctors could carry larger pa- 
tient loads than they do today and thus fewer may 
be needed. It was pointed out, however, that the 
average number of hours they work per week ex- 
ceeds that in practically every other occupation. 
We also noted that there is a strong trend toward 
group practice which may result in providing better 
service around the clock yet fewer work hours per 
week by the average member of the group. One of 
the lay members of the panel asked whether doctors 
considered it immoral to share responsibilities, en- 
gage in actual practice fewer hours per week, and 
spend more time in study, thereby keeping up with 
advances in medical science. 

Distribution.—It was inevitable that the question 
of distribution should arise, and it did. It was gen- 
erally conceded that there is a shortage of physi- 
cians in some rural areas, but that this deficiency 
is being overceme gradually and that in a few 
large cities where several medical schools are 
located there may be an oversupply in terms of 
current demands for medical service. 


Demand Versus Need 


The question of demand versus need occupied a 
good deal of our attention. Demand was interpreted 
to mean the amount of medical service that people 
ask for without prodding and can afford to pay for. 
Need was defined as the amount of medical service, 
preventive and curative, necessary to provide opti- 
mal health for all the people. Now these are two 
quite different considerations. It is quite conceiv- 
able that in time these two curves may merge. 
There are many recognizable influences, such as 
improved social and economic conditions, more 
education, and medical care insurance, which tend 
to increase demand. On the other hand, such fac- 
tors as improved living conditions and better diet 
may diminish the need. 

A good deal of evidence was produced to indicate 
that the two curves are still apart and will continue 
to be ior many years to come. An example was 
cited of an area of the United States in which there 
were a million people and no pediatrician, obste- 
trician, or psychiatrist. Infant and maternal mor- 
tality were at a level several times the national 
average. The local doctors were busy but meeting 
the demand. They were, however, obviously not 
meeting the need. Hospitals were built and 40 full- 
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time physicians brought in to staff them. They soon 
became busy; the doctors who were there previous- 
ly continued to be busy. Thus, when the service 
was made available, the demand increased and 
more nearly approached the need. 

We reached the conclusion that the demand has 
been about in equilibrium with the supply, but we 
really have no reliable data on which to base an 
estimate of the need. This led to discussion of 
techniques for obtaining such information. The 
very few studies which have been conducted have 
not been entirely satisfactory, but new epidemi- 
ological techniques are being developed which 
could be applied to this problem. For example, a 
sample of the population could be examined and 
the difference between the amount of medical care 
they are demanding and receiving and the actual 
need for service to restore and maintain optimal 
health, within the limitations of our knowledge and 
skills, could be determined. These data balanced 
against the capacity of various types of health 
workers to provide the needed service could pro- 
duce significant data. Such a study would be exten- 
sive and difficult but no more so than our effort to 
understand the chemical processes which control 
multiplication of cells and may lead to the chemo- 
therapeutic control of cancer. 


Physician-Population Ratio 


With all this discussion as a background, the 
chairman asked this question: “Is the physician- 
population ratio which has existed over the past 
50 years a reasonable basis on which to estimate 
production of physicians for the future?” He 
recognized that all he was asking for was an “edu- 
cated guess” but also that there would seldom be 
an opportunity to obtain such a guess from a group 
of experts representing such a broad spectrum of 
interests as there were around that table at the 
moment—practicing physicians, medical educators, 
sociologists, labor executives, hospital administra- 
tors, university presidents, business leaders, econo- 
mists. Only 2 of the 20 were of the opinion that a 
lower ratio would be satisfactory. The remaining 
18 thought that the ratio should be equal or greater 
or were unwilling to venture an opinion. 

The chairman summarized this informal “opinion 
poll” as follows: 

1. Although the physician-population ratio may 
not be the best measure for future planning for 
medical care, it does constitute the best measure 
which can be brought to bear on the problem at 
this time. 2. Since the level of medical care pro- 
vided by the existing ratio is reasonably satisfac- 
tory, although by no means ideal, until we have a 
better measure of future needs it would be prudent 
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to pursue that ratio in planning for the production 
of physicians over the next several years. (One of 
the representatives of business made an interesting 
comment in this regard. He said that we are dealing 
with a problem of continuing and variable opposing 
forces and that it is a general policy in business 
organizations not to change course until rather 
definite indications are perceived.) 3. Under no 
circumstances should we advise or plan a course of 
action which would do anything to cause a de- 
terioration in the quality of medical education, but 
rather we should resort to every measure at our 
command to improve it. 

Having reached these conclusions, we turned to 
the question of supply of college students available 
for increased medical school enrollment. Although 
the attraction of engineering and other scientific 
endeavors was recognized, we were consoled by 
the fact that while we may be considering an in- 
creased demand for 2,000 students per year by 1975, 
college enrollment will double, that is, there will 
be 3 million more students in college in 1975 than 
there were in 1950. We should be able to squeeze 
2,000 out of that number. 

Estimate of Foreign-Trained Physicians.—We 
also considered the extent to which we should 
plan on importation of physicians trained in foreign 
schools. The most reliable index appears to be the 
number licensed each year rather than the number 
engaged in internships and residences in the United 
States. This number has ranged from 700 to 900 in 
recent years. A conservative estimate is that there 
will continue to be 750 physicians per year trained 
in foreign schools, including Canada, introduced 
into the American medical profession annually. It 
this is true, the proposed increase in enrollment by 
1975 may be decreased to 1,250. 


Other Questions 


Establishment of New Schools.—In planning the 
establishment of new schools, trends in distribution 
of population should be considered. It would ap- 
pear logical that emphasis be given to establish- 
ment of schools in areas of rapidly increasing 
population. Although the mobility of recent grad- 
uates is recognized, this appears to be less true of 
the graduates of the western state universities than 
of the private schools located in large eastern and 
midwestern cities. There was genera] agreement 
that the most important factor in determining the 
location of new schools is the desirable climate 
which results from intimate association with a 
good and stable university. 

Effects of Social and Economic Factors on Cur- 
riculum.—There was little time for consideration of 
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the effect of such social and economic factors as 
suburbanization on the medical curriculum. Al- 
though people living in suburbs are likely to suffer 
from the same diseases as people living elsewhere, 
such communities may offer a fertile field for group 
practice and this, in turn, may lead us to structure 
our curriculums with that type of practice in view. 
The importance of creating a sensitivity or empathy 
for the way of life of the prospective patients of our 
graduates was emphasized. 
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In summary, we concluded that we do not know 
all the answers but that the problem of increased 
production of physicians, at least sufficient to main- 
tain pace with the increasing population, is an 
urgent one. This will require the establishment of 
additional medical schools. In planning their lo- 
cation and curriculums, sociological and scientific 
trends, not just chance and tradition, must receive 
major consideration. 


INFLUENCE OF CHANGING DIMENSIONS OF MEDICAL 
KNOWLEDGE UPON MEDICAL EDUCATION 


REPORT OF WORKSHOP CONFERENCE 


Donald G. Anderson, M.D., Rochester, N. Y. 


nd 


Victor Johnson, M.D., Rochester, Minn. 


In assessing the influence of changing dimensions 
of medical knowledge upon medical education, the 
workshop participants considered their assignment 
to be the formulation of questions without neces- 
sarily providing answers or solutions to the ques- 
tions in the limited time available for this 
discussion. The thinking of the group was directed 
not only toward the influence of the extensive new 
knowledge and discoveries of recent years but also 
to the anticipated influences of possible future 
expansions and new dimensions of medical 
knowledge. 

While certain general aspects of the education of 
the physician were considered, the main problem 
was felt to be the content of the basic medical 
school curriculum supplemented with internship and 
residency training. The group was primarily con- 
cerned with the specific definitive training of the 
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physician rather than the general education of any 
citizen or any member of a learned profession, The 
essentialiiy of a sound general education for every- 
one was agreed upon but was considered not to be 
a primary concern of this group. 


Premedical Education 


However, the preliminary education of the phy- 
sician prior to his medical education was discussed 
as regards the apparent discrepancies between 
present theory on the one hand and practice on the 
other hand with regard to requirements for entrance 
into medical school. Lip service is given by medical 
schools to the desirability of a broad general edu- 
cation and an avoidance of the requirement of 
excessive scientific premedical preparation. Yet it is 
common knowledge or general belief that medical 
school admissions committees are inclined to pay 
a great deal of attention to the specifically scientific 
preparation of the medical school applicant and to 
the level of his performance in these scientific sub- 
jects. The question which poses itself here is as 
follows: How can the theory and desirability of 
variability in premedical preparation be translated 
into practice in planning premedical education and 
in the evaluation of applicants by medical school 
admissions committees? 

It is deplored that there is a monotonous uni- 
formity in the kind of educated individual who 
enters medical school. How can a greater diversity 
of education of premedical students be effected, so 
that students entering medical schoo] will be en- 
dowed with a variety of educational backgrounds? 


\ 
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Diversity in Medical Education 


One of the major problems to which the work- 
shop addressed itself was that of the quantitative 
content of the undergraduate medical curriculum, 
which now requires a tremendous effort at learning 
vast quantities of detail in all the varied disciplines 
of basic medical sciences and the special fields of 
clinical medicine. It is becoming increasingly ap- 
parent that it is impossible for students and facul- 
ties to attempt to incorporate all the new knowledge, 
discovered at a rapid rate, with the older, well- 
established information traditionally a part of the 
medical curriculum. A major question to be solved 
is this: How can the total content of the medical 
curriculum be modified to reduce the great quan- 
tity of detailed information now apparently deemed 
essential? 

Not only should there be drastic reductions in 
the quantity of learning of detail required for all 
medical students, but perhaps there might also be a 
considerable degree of flexibility in content of the 
curriculum for students of varying interests. For 
example, we might ask: should it be possible for a 
student who may be especially interested in bio- 
chemistry to take extra work in this area at the ex- 
pense of time and quantitative learning require- 
ments in other basic science disciplines? Again, we 
might ask: Should not the curriculum be modified 
on the basis not necessarily of the plans of the 
student for his future practice and life work but 
rather on the basis of his immediate interests, in- 
clinations, and curiosities? 

Perhaps, in addition, there should be considered 
the possibility of other sequences in the medical 
curriculum which are definitely determined by the 
future plans of the student. Should his experience 
in medical schoo] be modified somewhat if it ap- 
pears reasonably certain to him that he will engage 
in a career of teaching and research rather than of 
private or group practice? Everyone recognizes that 
students should not prematurely be encouraged to 
determine the specialty in which they will perma- 
nently engage, yet perhaps there should be con- 
siderable flexibility determined in part by the 
possible future plans of the student. 

Perhaps the concept should be abandoned of 
seeking to produce a single uniform product at the 
end of the medical school training. Is it essential 
that every medical school graduate should be able 
to cope with virtually every common medical prob- 
lem? Perhaps this concept should be discarded, 
because physicians no longer are likely to encounter 
all types of medical problems alone and unaided by 
associates. Because medical practice will become 
more and more an enterprise of teams of physicians, 
might it not be feasible and desirable to eliminate 
significant masses of knowledge now required of all 
medical students? 

In the light of the vast increases in medical 
knowledge in the immediate past and anticipated 
in the future, we will probably have to settle for a 
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considerable degree of ignorance in specific areas 
by medical students and beginning physicians. We 
will have to determine how much ignorance we 
shall accept and in what fields we are willing to 
accept it in medical school graduates. 

It is a commonly accepted general principle 
among medical school graduates and _ physicians 
that completion of the present medical curriculum 
does not in actuality prepare the physician for train- 
ing in all fields of medicine as defined by licensure 
laws. Further training is dictated by the conscience 
of the individual physician and the profession 
rather than by law. 

To what extent can medical education profit from 
the educational practices in other professional dis- 
ciplines, such as law? In the field of law, the educa- 
tional process is devoted primarily to broad prin- 
ciples and to ways and means of seeking solutions 
to specific legal problems. In legal education, there 
is no effort to teach the future lawyer how he 
should manage all the great array of legal problems 
which will confront him in his practice of law. 

To what extent is this educational principle ap- 
plicable in medical education? To what extent can 
we safely depart from the present theory that 
medical students must be educated to cope with all 
the various specific common med.:cal problems con- 
fronting the general practitioner of medicine? 

The question presented may be formulated in 
another way: To what extent are we now over- 
educating physicians in medical school? To what 
extent should we abandon the hopeless effort at 
complete coverage of all that might seem necessary 
for the physician to learn? In a very real sense the 
posing of such questions is academic, because the 
rapid expansion of medical knowledge is forcing us 
to abandon the concept of complete coverage and 
the principle of overeducation. Should not our 
policy in this regard be developed in a planned, 
orderly fashion rather than by the unplanned dic- 
tates of immediate necessity? 


Nonmedical Influences on Medical Education 


There is an expanding sphere of influence upon 
medical schools and medical education by interests 
outside medical schools and even outside the medi- 
cal profession. These influences have not come into 
being through studied decisions but rather as a 
by-product of various factors influencing medical 
schools. Grants made for research by private foun- 
dations and government agencies greatly affect the 
research directions of medical schools and con- 
sequently the composition of the medical school 
faculties. This, in turn, influences the constitution 
of the medical curriculum. 

The traditional pattern of the organized medical 
profession and the various specialties likewise 
makes its imprint on the emphasis and composition 
of the medical curriculum. The demands of local 
governmental agencies for various types of medical 
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service also colors the curriculum. The important 
problem of how nonmedical factors influence edu- 
cation deserves intensive study so that these in- 
fluences might not operate by fortuitous circum- 
stance despite possible violence done to sound 
principles of medical education. 

A great deal of study should be given to what 
should be the appropriate balance between such 
varied functions and responsibilities of a medical 
school as teaching, research, and medical service. 
This balance is now often determined not by a 
rational analysis of educationally desirable ends but 
rather by the exigencies of immediate circum- 
stances. A tremendous weighting of emphasis upon 
research may be dictated by the ready availability 
of research funds rather than a considered determi- 
nation of the relative effort that should be expended 
upon research and education in medical schools. 
Similarly, the real or fancied necessity for medical 
school faculties to provide service in the care of the 
sick in charity hospitals may determine the size of 
the medical schoo] hospital and may result in an 
unduly excessive demand for the care of patients 
by faculties at the expense of training of physicians. 
In some schools this is reflected in the policy of 
assigning to medical students all patients admitted 
to the hospital regardless of total numbers assigned 
or appropriate variety in kinds of cases assigned. 
Intensive study is indicated upon the extent to 
which such influences, not essentially medical or 
educational in themselves, determine medical edu- 
cational policies. 


Dissemination of Knowledge 
About Medical Education 


Because of these indirect influences on medical 
education, it becomes essential that the sources of 
such influence be informed about the aims and 
needs of medical education. Even within the medi- 
cal school proper, such education appears necessary. 
Although the dean and other administrative officers 
may plead the case for funds available for general 
educational purposes, it is not uncommon to have 
members of the faculty of the medical school urge 
granting bodies that money be given not for general 
educational purposes but for some specific research 
area or project. 

The necessity for a broader appreciation of 
medical school aims and needs extends to legisla- 
tors, public officers responsible for the operation of 
government hospitals, the administrators of medical 
insurance plans, and the general public. It is partic- 
ularly essential that people generally be made in- 
creasingly aware of the necessity to support medical 
education as such in addition to supporting research 
in cancer, heart disease, or poliomyelitis. It is 
axiomatic that research and progress in those im- 
portant areas of medicine depends upon sound 
programs of medical education which produce the 
investigators and practitioners involved. 
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How can devices be evolved for capturing the 
imagination of the public to support the training of 
physicians in a measure comparable to the appeal 
which can be made to the public for the support 
of programs for crippled children or for such a 
disease as cancer? Tremendous effort is now being 
made in this area by the National Fund for Medical 
Education and the American Medical Education 
Foundation in cooperation with the medical schools 
themselves. How can such effort be intensified and 
made more effective? 


Supply of Physicians 


The adequacy of the supply of physicians to care 
for the public needs is in considerable measure a 
population problem. As the population of the world, 
and of the United States, increases at its present 
accelerating rate, the need to provide medical 
services likewise accelerates tremendously. Even 
though the control in certain areas of such diseases 
as smallpox, venereal disease, and tuberculosis de- 
creases the demand for health and physician serv- 
ices, the widened frontiers of medicine open 


possibilities for medical attack upon conditions form-. 


erly thought not to be amenable to medical inter- 
ference. The advent of intrathoracic and intracardiac 
surgery, new approaches to mental health, and the 
increasingly insistent demand for effective control 
of degenerative disease impose new requirements 
for augmentation of health personnel. 

In the face of constantly increasing demands for 
medical services, should not consideration be given 
to an increasing employment of health personnel 
trained at levels somewhat less than those of the 
physician? Considerable progress has been made 
already in this area. Nurses, social service workers, 
physical therapists, clinical laboratory technicians, 
and many other groups provide invaluable ancillary 
services. Should not efforts be made to determine 
other areas, not presently employed, where medical 
functions might be provided by personnel trained 
less extensively and less expensively than is the 
case with physicians? 

The effort to meet such problems is fraught with 
difficulty. The clinical psychologist or social worker 
may function admirably in collaboration with the 
psychiatrist but may be dangerous if he is diag- 
nosing and advising independently regarding mar- 
riage or a career. The technician in physical therapy 
likewise is sorely tempted to enter what is virtually 
the practice of medicine by determining the nature 
of the therapy to be employed. Too often this 
assumption of independence by the physical thera- 
pist is fostered by the physician who may be in- 
adequately informed about physical therapy or 
unwilling to assume responsibility for management 
of that aspect of the care of the patient. 

We are all familiar with the manner in which this 
principle of using ancillary medical personnel was 
employed in the emergency of wartime. Well- 
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trained hospital corpsmen carried out functions 
often thought to lie exclusively within the realm of 
the physician. In some countries, such as China, 
and in some of the Pacific Islands, medical tech- 
nologists were trained to care for patients essential- 
ly as physicians. Such developments were common- 
ly dictated by necessity. Should we not explore 
intensively the possibilities for an orderly and 
studied development of ancillary services of this 
kind to supplement the more highly skilled services 
required of a physician? 


Adaptability of Curriculum to Changing 
Medical Needs 


The medical school curriculum should be suff- 
ciently flexible so that changes in the medical 
climate of a country or the world can be readily 
reflected in medical school teaching and policies. 
For example, the recent developments in medicine 
have made practice in otolaryngology and gynecol- 
ogy less surgical and more medical in nature. To 
what extent has the medical curriculum adjusted to 
these changing needs and to what extent is the 
remainder of the curriculum sufficiently flexible to 
adjust to even more drastic changes in the medical 
climate of the immediate future? The surgical 
management of cancer at present occupies a tre- 
mendous share of medical school training and the 
education of the surgeon. How ready is the medical 
school to shift its curricular emphasis if the problem 
of cancer management should be drastically modi- 
fied by medical discoveries in the immediate future? 


Postgraduate Education 


The workshop group could have devoted its en- 
tire discussion to the vastly important field of con- 
tinuation education to keep the physician abreast 
of developments. A renewed vigor has characterized 
efforts in this area in recent years, by organized 
medicine and medical schools. Excellent examples 
are evident in Kansas, Colorado, Minnesota, and 
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California. The theme of the Second World Con- 
ference on Medical Education is “Medicine, a Life 
Long Study.” In its plans for this conference next 
year, the World Medical Association will devote 
much of its program to the subject of continuation 
of medical education. 


Conclusions 


Numerous questions other than those already 
developed in this report were deemed worthy of 
inquiry and answers. How can teachers and _ in- 
vestigators be more effectively recruited in greater 
numbers? By what means might provisions be made 
to finance more satisfactorily the period of study of 
a medical student? How can we reduce the total 
period devoted to medical education? How can the 
supply of family physicians be increased? 

The problem now confronting us is the imple- 
mentation of these initial studies. We have posed 
questions and must now assiduously seek to find 
answers. Perhaps this should be done by continuing 
committees, by more extended workshops devoted 
to selected questions, or by the appointment of an 
organized commission to study these problems in 
detail. Implementation of further study is the 
responsibility of the agencies sponsoring this meet- 
ing. 
Throughout the discussion of all these questions, 
the necessity was plain for medical schools to be 
integral parts of universities. The solution of the 
problems posed promises greater success in a uni- 
versity-affiliated medical school. Means of closer 
integration of faculties of medical schools with 
faculties of other divisions of the university are 
necessary even in institutions where medical schools 
are now located on university campuses. 

These are some of the challenges posed by the 
changing dimensions of medical knowledge upon 
medical education, with a focus upon future needs. 
Perhaps we will never answer these questions or 
solve these problems, but we must persistently seek 
the answers and attempt to cope with the problems. 


recognized as a clinical entity for at least 67 years, following the clinical descrip- 

tion by Pfeiffer in 1889, and even though the hematologic picture was accurate- 
ly characterized 23 years ago by Downey and McKinley and Tidy and Daniel simul- 
taneously, identifying the lymphocyte as the cell form involved, the causative agent 
of this disease has not yet been identified. It is axiomatic that specific treatment of a 
disease is rarely possible without first identifying the causative agent. It is therefore 
likely that treatment of infectious mononucleosis will remain on a symptomatic basis 
until the etiologic factor is identified, Although there is rather uniform agreement 
among workers in this field that the causative agent is a lymphotropic virus, this has 
by no means been proved. Under the limitations of these circumstances, therefore, 
the important advances in treatment have been confined to management of the com- 
plications.—B. K. Wiseman, M.D., The Treatment of Infectious Mononucleosis, 
Journal of Chronic Diseases, October, 1957. 


| Retr MONONUCLEOSIS.—Although infectious mononucleosis has been 
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CLINICAL NOTES 


TRIAMCINOLONE (ARISTOCORT), NEW CORTICOSTEROID HORMONE 


ITS USE IN TREATMENT OF ALLERGIC DISEASE 


Samuel M. Feinberg, M.D., Alan R. Feinberg, M.D. 


Elmer W. Fisherman, M.D., Chicago 


For the 10 months prior to the time of writing 
we have been observing the effects of a new anti- 
inflammatory steroid hormone in allergic condi- 
tions. Its high potency and the fact that we noted 
other actions not customarily encountered with the 


other anti-inflammatory hormones prompt us to re- - 


port our findings. 

This drug, triamcinolone (9a-fluoro-16a-hydroxy- 
A’-hydrocortisone; Aristocort) was synthesized by 
Bernstein.’ The structural formula is as follows: 


The major features of the drug, as determined 
at Lederle Laboratories,’ are the following: Its glu- 
cocorticoid activity is 3 to 12 times that of predni- 
solone in fasting adrenalectomized rats. Its anti- 
inflammatory activity, as measured by granuloma 
formation around asbestos pellets inserted in the 
backs of rats, is about equal to that of prednisolone 
and 10 times that of hydrocortisone. The most in- 
triguing action of this drug is the marked diuresis 
and sodium removal obtained in adrenalectomized 
rats loaded with salt, as well as in normal rats and 
dogs. No abnormal removal of potassium is found. 
Our own assay of this hormone on the inhibition of 
asthma induced by an antigen aerosol in sensitized 
guinea pigs showed a potency twice or better than 
that of prednisone. These experimental findings, 
added to the favorable therapeutic results in aller- 
gies reported by Sherwood and Cooke,* were the 
basis for our clinical study. 


Therapeutic Results 


Triamcinolone was administered to 70 patients 
with allergic or suspected allergic manifestations. 
Because some patients had more than one com- 


From the Allergy Research Laboratory, Department of Medicine, 
Northwestern University Medical School. 


plaint the total number exceeds the number of pa- 
tients. The age of the patients varied from 7 to 74 
years, 10 of the patients being under age 14. The 
duration of treatment with this drug ranged from 
’% week to 40 weeks, 24 patients being on treat- 


‘ment for 20 weeks or longer. The patients with 


asthma numbered 52. Most of them had the chronic 
intractable type of unknown etiology, but a few 
received treatment during special acute episodes 
of a seasonal or other unavoidable etiology. Thir- 
teen patients had dermatitis: atopic, contact, or of 
unknown etiology. Included among the treated pa- 
tients were 5 with seasonal hay fever and 12 with 
perennial vasomotor rhinitis. There were four pa- 
tients with urticaria or angioneurotic edema. 

It was obvious from the start that virtually all 
patients with these conditions would receive relief 
just as they would with other anti-inflammatory 
hormones. The major questions at issue were the 
relative potency of this drug and whether it 
possessed advantages or disadvantages as com- 
pared with others. The initial 24-hour dose varied 
usually from 8 to 16 mg., although from our ex- 
perience one cannot definitely say what minimal 
initial dose was actually necessary. However, with 
regard to maintenance dosages, our observations 
give us more accurate information. In the vast 
majority of patients the dose ranged from 2 to 8 
mg., although sometimes larger amounts were re- 
quired for nasal allergies and dermatoses. The av- 
erage daily maintenance dose for the entire series 
was 6 mg. Thirty-eight of the patients also had 
prednisone previously or subsequently, and 18 had 
both triamcinolone and methylprednisolone at dif- 
ferent times. The average daily maintenance dose 
in these groups was as follows: for prednisone, 12 
mg.; for methylprednisolone, 10.6 mg.; and for tri- 
amcinolone, 6 mg. 


Other Observations 


Triamcinolone behaved like the other anti-in- 
flammatory hormones with respect to their usual 
side-effects. Of eight patients who had muscle 
cramps from prednisone or methylprednisolone, 
all experienced the same symptoms from triamcin- 
olone. It is possible that the latter drug had a little 
less tendency to the production of moon facies, but 
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the difference was not striking. Epigastric distress, 
relieved by antacids, was noted in three patients. 
One patient who had hyperglycemia and glycosu- 
ria from prednisone and methylprednisolone had 
similar effects from triamcinolone. 

The diuretic effect of this drug was evident in 
several] patients who had obvious edema from other 
steroid therapy. Several patients who had no obvi- 
ous edema when on therapy with another steroid 
experienced increased urinary output and rapid 
moderate loss of weight, which could only be at- 
tributed to water loss, when switched to triamcin- 
olone therapy. Of two patients with edema, prob- 
ably of cardiac origin, one lost his swelling and the 
other failed to do so. On the other hand, two pa- 
tients who had ankle edema apparently on a local 
circulatory basis retained their swellings. 

A unique feature of triamcinolone therapy oc- 
curring in some patients was a syndrome consisting 
of one or several of the following symptoms: head- 
aches, dizziness, drowsiness, and weakness. Some- 
times this occurred after the first day or two of 
medication. At other times the patient failed to 
note these effects until he had been receiving the 
drug for several weeks. To a varying degree this 
syndrome was observed in 12 patients in this series. 
In some the effects were moderate or disappeared 
with time. Four patients discontinued the use of the 
drug because the symptoms were so prostrating 
that they considered their severe allergies the lesser 
evil. These symptoms disappear in one to three 
days after another steroid hormone is substituted. 
In these patients as well as in those without side- 
effects the usual laboratory findings were as ex- 
pected with steroid hormones. The total white 
blood cell count was elevated, with increase in neu- 
trophils. The usual eosinopenia was noted. The 
urine did not show evidence of kidney irritation. 
The blood pressure was decreased slightly but not 
excessively. The general physical examination failed 
to show any gross abnormalities. In three patients 
the addition of supplementary sodium or potassium 
failed to relieve these particular symptoms. 

Loss of weight was common but not universal. 
In several it was the small loss from the initial di- 
uresis. In others it was a flesh loss as a result of a 
change-over from an appetite-stimulating hormone 
to triamcinolone, which has virtually no appetite- 
stimulating effect. In a few patients there was 
weight loss even though they had not been receiv- 
ing other steroids previously. In two nonobese pa- 
tients the weight loss was alarming, in that both 
lost about 20 lb. (9.1 kg.) in a matter of several 
weeks. 

Comment 


In allergic syndromes the potency of triamcino- 
lone was about two times that of prednisone. This 
agrees pretty much with our observations in the 
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asthmatic guinea pig. However, when compared 
with assays of other hormones, the guinea pig assay 
does not appear reliable. On the other hand the 
rat assay gives this drug a potency similar to that 
of prednisone or prednisolone. Black and his asso- 
ciates * as well as Hellman and his group’ have 
noted that the maintenance dose of triamcinolone 
in rheumatoid arthritis is about the same as that of 
prednisone or prednisolone. 

The lack of sodium retention is an advantage, 
particularly in treating allergic patients who also 
have cardiac disease or hypertension. On the other 
hand, one cannot help but wonder whether sodi- 
um depletion may not reach a handicapping stage. 
The peculiar syndrome of headache, sleepiness, 
dizziness, and weakness, occurring in a minority of 
patients, has not yet been adequately explained. 


Summary 


Triamcinolone (9a-fluoro-16a-hydroxy-A'-hydro- 
cortisone; Aristocort) is a potent antiallergic hor- 
mone, producing therapeutic effects with about 
one-half the dosage required for prednisone. It pro- 
duces most of the usual steroid hormone side-ef- 
fects, such as moon facies, hyperglycemia, muscle 
cramps, and epigastric distress. Unlike some of the 
other anti-inflammatory hormones it is diuretic and 
sodium depleting, which may be advantageous in 
some cases and perhaps disadvantageous in other 
circumstances. In a minority of patients a peculiar 
effect is a combination of headache, dizziness, 
sleepiness, and weakness. In some cases these ef- 
fects may necessitate withdrawal of the drug. It 
does not stimulate the appetite and may even de- 
press it. 

303 E. Chicago Ave. (11) (Dr. Feinberg). 

This investigation was supported by a Research Grant 
from the National Institutes of Health, United States Public 
Health Service. 

The triamcinolone used in this study was supplied as 
Aristocort by Lederle Laboratories Division, American Cyan- 
amid Company, Pearl River, N. Y. 
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COMPARATIVE STUDY OF OPHTHALMIC DECONGESTANTS IN ALLERGIC 
CONJUNCTIVITIS 


Louis Tuft, M.D. 
and 


Donald D. Neish Jr., B.S., Philadelphia 


During the past four years, various members of 
the staff of the Allergy Clinic at Temple University 
Hospital have been investigating the value and 
possible usefulness of eye tests with inhalant aller- 
gens in the diagnosis of allergic conditions. During 
the course of these studies, an opportunity was 
afforded us to compare the effect of different oph- 
thalmic solutions, or decongestants, which are used 
for instillation into the conjunctival sac in patients 
with allergic reactions affecting this membrane. It 
is the purpose of the present paper to report the 
significant findings of this study. 

Introduction of a specific allergen into a sensi- 
tized conjunctival sac in the performance of oph- 
thalmic or eye tests produces a positive reaction 
with the following signs: hyperemia, lacrimation, 
and chemosis. The patient complains of varying 
degrees of itching or similar discomfort. When the 
patient is markedly allergic to the test substance, 
the reaction is rapid in onset, extensive, and long 
lasting. Depending on the degree of involvement 
and the amount of hyperemia, the positive reac- 
tions can be graded as strongly positive (3+-), mod- 
erately positive (2+-), or slightly positive (1+-). The 
latter designation was reserved for those reactions 
with local and sharply bordered bands of hyperemia 
extending upward on the eyeball toward the pupil. 
They often are slow in onset and may require as 
much as 10 minutes to become apparent. Introduc- 
tion into the conjunctival sac of a similar allergen, 
but to which the patient is not sensitive, produces 
no reaction and is considered negative. 

If left alone, the hyperemia induced by a positive 
reaction will go away after a varying interval of 
one to two hours or longer. However, its disap- 
pearance can be hastened by the removal of all 
remaining particles of the test allergen by means 
of a cotton-tipped applicator and/or by flushing of 
the sac with a few drops of sterile saline solution. 
This will keep the reaction from progressing but 
will not clear up the congestion. The latter can be 
lessened by the instillation of one or two drops of 
an ophthalmic decongestant solution. 


Method 


Many ophthalmic solutions containing ingredi- 
ents in varying combinations have been used for 
instillation in patients with allergic conjunctivitis. 


From the Clinic of Allergy and Applied Immunology, Temple Uni- 
versity Hospital and School of Medicine. 


Read before the Philadelphia Allergy Society, Philadelphia, Oct. 


30, 1957. 


Most of them have included the following drugs, 
either singly or in combination: epinephrine, phe- 
nacaine (Holocaine) hydrochloride, ephedrine sul- 
fate, cortisone acetate, and hydrocortisone acetate 
usually prepared in solutions of boric acid, rose 
water, saline solution, or Estivin (aqueous infusion 
of rosa gallica L). 

These were the drugs which were tested in the 
present study. For many years in patients with 
allergic reactions in the ophthalmic membrane, 
such as seasonal hay fever, we have been using an 
ophthalmic solution containing the following drugs: 
phenacaine (0.2%) and epinephrine (4 cc. of a 1:1,000 
aqueous solution) in equal parts of rose water and 
boric acid sufficient to make 30 cc. of solution. 
This solution nearly always brought about prompt 
and satisfactory relief of the itching and congestion, 
but we never were certain as to which of the in- 
gredients was mainly responsible. Our present 
investigation afforded this opportunity since we 
were able to test the ingredients of this mixture 
singly and in combination. This was true also of 
the cortisone solutions, which are now being em- 
ployed so frequently in these patients almost to the 
exclusion of older decongestants. All solutions were 
tested in their original strength as prescribed for 
the patient. 

The patients used in the present investigation 
were those in whom eye tests with various inhalant 
allergens (both pollen and nonpollen) were being 
carried out. After the completion of the eye tests, 
those subjects who gave slight or 1+ positive reac- 
tions to a specific allergen were selected for the 
comparative study of the ophthalmic solutions. 
Whenever possible, these solutions were tried on 
the same patient at different times or on different 
days. When not possible, the comparison was made 
on different subjects but always on those showing 
1+ reactions. Two drops of the solution being 
tested were instilled into the conjunctival sac, and 
the effect was noted over a period of 10 minutes. 
Particular attention was paid to any change in the 
color of the membrane which might indicate lessen- 
ing of the congestion, to the speed of its occurrence 
and, finally, to any subjective sensations noted by 
the patient, such as burning or itching or the relief 
of these symptoms. These were noted and utilized 
in the final evaluation of the results. 
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Results 


A total of 130 comparative tests were carried out 
on patients showing positive reactions. This total 
is subdivided as follows: epinephrine (1:1,000, in a 
proportion of 4 cc. to 30 cc. of solution) and phena- 
caine (0.2%) in a solution of equal parts of boric 
acid and rose water, 8 tests; epinephrine in boric 
acid and rose water, 10; epinephrine in rose water, 
25; phenacaine in boric acid and rose water, 7; 
phenacaine in rose water, 15; phenacaine in boric 
acid, 9; Estivin, 10; hydrocortisone acetate (0.5%), 
12; cortisone acetate (0.5%), 11; cortisone acetate 
and chlorprophenpyridamine maleate (Chlor-Tri- 
meton), 5; and ephedrine (0.5%) in isotonic sodium 
chloride solution, 8. 

The results obtained with the testing of each 
solution were fairly uniform and enabled us to 
determine their efficacy regardless of the number 
tested. Thus, for example, the instillation of 0.5% 
ephedrine solution uniformly provided little or no 
relief, and it was considered so ineffective com- 
pared to the other agents that further tests with it 
were abandoned. 

The most effective drug of all unquestionably 
was epinephrine. Since the allergic reaction con- 
sists largely of congestion, the vasoconstrictive ac- 
tion of epinephrine was readily evident. Almost 
immediately after its instillation, there was rapid 
blanching and obliteration of the congestion; and, 
except in patients with marked positive reactions, 
all symptoms and signs were relieved in less than 
five minutes. In fact, epinephrine was the only drug 
which produced lessening or obliteration of the 
vascular congestion. In the concentration em- 
ployed, no mydriasis was observed in any of the 
patients tested. Some patients complained of a 
slight burning sensation immediately after the in- 
stillation of the drops, but this feeling could be 
minimized by careful administration and by in- 
structing the patient to keep the eye closed for a 
short time. Rose water seemed to provide the best 
vehicle. Most patients found the combination of 
epinephrine and rose water more soothing than 
epinephrine in boric acid. The latter did not seem 
to offer any particular advantage over rose water 
as a vehicle. 

Phenacaine, like epinephrine, long has been used 
in ophthalmic solutions. It was tried alone and in 
combination with epinephrine. Although no re- 
duction in the congestion was noted, most patients 
noted lessening of the burning and itching sensa- 
tion. However, since this and other local anesthetics 
are potential sensitizers, it is questionable whether 
the additional’ use of these agents is warranted, 
especially if relief can be obtained without it. 

The effect of the corticoid preparations tested 
was difficult to evaluate under the test conditions 
utilized. After instillation of them into the con- 
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junctival sac, no blanching or lessening of the con- 
‘estion was noted, nor did any of the patients ex- 
perience symptomatic relief. It was possible that 
the beneficial action of these agents is delayed in 
onset, but evaluation of the latter would have to 
depend on information obtained at a later visit of 
the patient—such information would be unreliable. 
Furthermore, since most positive reactions, even 
marked ones, subside within a few hours, it would 
be difficult to determine whether the improvement 
was spontaneous or the result of the solution used. 
While the value of the corticoid solutions in chronic 
inflammatory ocular disorders of varied etiology 
seems definitely established, our studies have failed 
to show them to be useful in the acute, self-limited 
form of allergy reaction. 

Estivin is a proprietary product which has been 
popular with persons with hay fever for many 
years. Its exact composition is not known, although 
it is believed to contain an extract of roses. It was 
included in our studies because of the claim both 
by the company and by some patients that it pro- 
vided relief of both eye and nasal symptoms as- 
sociated with hay fever. The results of the tests 
with the product were not impressive. Most pa- 
tients, especially when tested with a pollen aller- 
gen, reported slight relief of the itching sensation 
and a mildly soothing effect. However, inspection 
of the conjuctiva in these patients failed to show 
any change in the vascular congestion. From these 
observations, it seemed to us that Estivin did not 
have any more beneficial effect than could be ob- 
tained from the use of a simple diluent, such as 
rose water. 

Various combinations of the active ingredients 
and their diluents were tested in a comparative 
way to determine if there was any synergistic 
effect. It was found that no combination that did 
not include epinephrine offered any special ad- 
vantage over epinephrine when it was used alone. 
Of the three vehicles used, rose water seemed to 
be better and more soothing than were boric acid 
or saline solution. 

During the course of our studies, we had an op- 
portunity to determine the effect of aging on the 
potency of the solutions being studied, particularly 
those containing epinephrine. We did this by com- 
paring solutions which were six months to one year 
old with fresh solutions prepared just before our 
study was begun. Although all solutions were kept 
in dark-colored, tightly-closed dropper bottles, de- 
terioration occurred in all of the solutions con- 
taining epinephrine, indicated by a slight brownish 
discoloration. Such solutions definitely had less 
potency than a freshly prepared solution contain- 
ing epinephrine. It was evident, therefore, that for 
maximum effect ophthalmic solutions containing 
epinephrine should be prepared in small amounts 
and used for only a relatively short period of time. 
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Summary 


Comparative studies of ophthalmic solutions 
containing such ingredients as epinephrine, phena- 
caine (Holocaine) hydrochloride, hydrocortisone 
acetate, cortisone acetate, and chlorprophenpyrida- 
mine (Chlor-Trimeton) in various vehicles plus the 
proprietary product, Estivin (aqueous infusion of 
rosa gallica L), were done in patients with induced 
allergic reactions of the conjunctival mucosa. These 
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studies showed that freshly prepared solution of 
epinephrine (1:1,000) in rose water was the best 
ophthalmic decongestant of any of the products 
tested. Little or no effect was obtained from the 
corticoid preparations. These would seem to offer 
no special advantage in patients with acute allergic 
reaction of the conjunctival mucosa. 
1530 Locust St. (2) (Dr. Tuft). 


This study was supported in part by a research grant from 
the National Foundation for Allergic Diseases. 
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NEW AND NONOFFICIAL DRUGS 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 


reports of investigations. 


Acenocoumarol.—3-( a-Acetony]l-4-nitrobenzy] )-4- 
hydroxycoumarin.—The structural formula of aceno- 
coumarol may be represented as follows: 


0.0 
CH 
OH | O 


CHC CH; 


Actions and Uses.—Acenocoumarol, a synthetic 
coumarin-type anticoagulant, depresses prothrombin 
activity as measured by both the one-stage and the 
two-stage methods. It is the most potent drug avail- 
able in its class. With oral dosage, the peak of 
activity is reached within 24 to 48 hours, followed, 
upon discontinuation, by a rapid decline of activity 
and restoration of normal] prothrombin levels within 
another 48 hours. Thus, acenocoumarol acts dis- 
tinctly faster than bishydroxycoumarin but not 
quite as fast as ethyl biscoumacetate. 

Acenocoumarol is used in the same manner and 
with the same precautions as other anticoagulants 
for the prophylaxis and treatment of intravascular 
clotting. In most cases, its rapid decline of activity 
permits treatment of overdosage by simple omission 
of the next scheduled dose. If actual hemorrhage 
does occur, this can be checked promptly by the 
administration of phytonadione (vitamin K,). 
Although it contains a nitrobenzene group, aceno- 
coumarol apparentiy does not cause depression of 
hematopoiesis. Gastrointestinal irritation is only 
rarely encountered. Acenocoumaro] does not dis- 
color the urine. (See the general statement on anti- 
coagulants in New and Nonofficial Drugs. ) 


H. D. Kautz, M.D., Secretary. 


Dosage.—Acenocoumarol is administered orally. 
The induction dose is 16 to 28 mg. on the first day 
of therapy followed by 8 to 16 mg. on the second 
day. Maintenance dosage is governed by individual 
response, as reflected by frequent prothrombin time 
determinations. The average maintenance dose 
ranges from 2 to 10 mg. per day. 


Preparations: tablets 4 mg. 

Applicable commercial name: Sintrom. 

Geigy Pharmaceuticals, Division of Geigy Chemical 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of acenocoumarol. 


Anileridine Hydrochloride.—Ethy] 1-(4-amino- 
phenethyl)-4-phenylisonipecotate dihydrochloride.— 
The structural formula of anileridine hydrochloride 
may be represented as follows: 


CHsCH20 C 


Actions and Uses.—Anileridine hydrochloride has 
the same actions and uses-as anileridine phosphate 
except that it is administered by the oral route. The 
drug is rapidly absorbed from the gastrointestinal 
tract and provides analgesia for two to four hours. 
As with all narcotics, the analgesia produced after 
oral administration is not as consistent or as effec- 
tive as with parenteral administration, but its high 
degree of potency is generally retained. (See the 
monograph on anileridine phosphate. ) 
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Dosage.—The usual oral dose of anileridine hy- 
drochloride is 25 mg., repeated every six hours if 
necessary. A dosage of up to 50 mg., or more fre- 
quent doses, may be desirable for more severe pain. 

Preparations: tablets 25 mg. 

Applicable commercial name: Leritine Dihydrochloride. 

Merck Sharp & Dohme, Division of Merck & Co., Inc., 


cooperated by furnishing scientific data to aid in the evalua- 
tion of anileridine hydrochloride. 


Anileridine Phosphate.—Ethyl 1-(4-aminophen- 
ethyl )-4-phenylisonipecotate phosphate.—The struc- 
tural formula of anileridine phosphate may be rep- 


resented as follows: 
> NHe H3PO,4 


Actions and Uses.—Anileridine phosphate is a 
synthetic analgesic compound closely related in 
chemical structure and pkiarmacological action to 
meperidine hydrochloride. Its analgesic potency 
lies between that of meperidine and morphine; on 
the basis of its ability to relieve pain in man, anil- 
eridine appears to be about two and one-half times 
as potent as equal amounts of meperidine and ap- 
proximately one-quarter as potent as the same 
weight of morphine. Like meperidine, anileridine 
exerts mild antihistaminic and spasmolytic effects, 
but it does not produce the constipating effect of 
the opiates. In the usual range of analgesic doses, 
sedative and direct hypnotic effects are minimal, 
being about the same as with meperidine but some- 
what less than with morphine. Anileridine also 
exerts an antitussive effect, but this has not been 
evaluated clinically. It is similar to meperidine in 
that it does not produce as much dizziness, nausea, 
and vomiting as morphine in patients confined to 
bed. The incidence of such effects is probably in- 
creased by ambulation as with all other narcotic 
analgesics, thus limiting its use in ambulatory pa- 
tients. In equianalgesic doses the degree of respira- 
tory depressant effect of anileridine is not signifi- 
cantly different from that of meperidine, but it is 
apparently of shorter duration. Circulatory de- 
pression is less than with meperidine. As with all 
narcotics, anileridine potentiates the action of the 
ultrashort-acting barbiturates and other central 
nervous system depressants. The drug is promptly 
absorbed after parenteral administration, and peak 
plasma levels are reached within one hour. Its 
duration of action is slightly less than that of me- 
peridine; analgesic effects persist for about one-half 
to one hour after intravenous administration, one to 
two hours after intramuscular administration, and 
three to four hours after subcutaneous injection. 
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Animal experiments indicate that the kidney and 
the liver are the principal sites of degradation and 
excretion. 

Anileridine phosphate is useful for the relief of 
moderate to severe pain. It may be used as an anal- 
gesic adjunct in general anesthesia in the same 
manner as meperidine to reduce the amount of 
anesthetic needed, to facilitate relaxation, and to 
reduce laryngospasm. The drug is also useful post- 
operatively for the relief of wound pain. Anileridine 
has also been employed for obstetric analgesia, 
both alone or in combination with scopolamine or 
barbiturates. The results have been satisfactory, as 
a rule, for the mother, but some degree of fetal 
respiratory depression has been observed. There 
are also indications that the drug may slow labor. 
In general, anileridine appears to have the same 
usefulness and the same limitations as meperidine 
and is considered a satisfactory substitute for 
meperidine in all conditions in which that drug 
may be indicated. It will not relieve the most 
severe pain as effectively as morphine. 

Respiratory depression and, to a somewhat lesser 
degree, circulatory depression are the chief hazards 
attending the use of anileridine. These effects are 
particularly prone to occur in elderly patients or in 
patients in whom the drug is administered too fast 
by the intravenous route. Special caution should be 
observed when the drug is used in conjunction with 
other narcotics, sedatives, or anesthetics, since these 
agents enhance respiratory depression. Should sig- 
nificant respiratory depression occur, this can be 
reversed by administration of nalorphine. Side- 
effects with anileridine are no more troublesome 
than with meperidine and include occasional nau- 
sea and vomiting, dizziness, perspiration, feeling of 
warmth, xerostomia, restlessness, nervousness, and 
excitement. Except in high concentration, paren- 
teral injection causes little tissue irritation. 

Anileridine has an addiction liability equivalent 
to that of morphine and is subject to the federal 
narcotic law. It suppresses morphine abstinence 
completely, whereas meperidine does not; in this 
sense, it has an addiction liability greater than that 
of meperidine. On the other hand, the dose of 
anileridine required to sustain addiction is about 
the same as that of meperidine, even though two 
and a half times as much meperidine as anileridine 
is needed to produce equal analgesic effects. 

Dosage.—Anileridine phosphate is administered 
by subcutaneous, intramuscular, or intravenous in- 
jection. Dosage varies according to severity of pain 
and response of the patient. For single subcutane- 
ous or intramuscular injection in adults, the usual 
initial dose is 25 to 50 mg. This may be repeated at 
intervals of four to six hours as required. The usual 
dose for obstetric analgesia is 50 mg. repeated in 
three to four hours. 
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For intravenous use in support of anesthesia, the 
drug should be well diluted and administered 
slowly. For adults, 50 to 100 mg. is diluted with 500 
cc. of 5% dextrose in water for injection. Enough of 
this diluted solution to provide 5 to 10 mg. is then 
infused slowly. Analgesia is maintained by slow in- 
travenous drip at a rate adjusted to provide about 
0.6 mg. per minute, depending on individual need 
and response. Direct intravenous injection of the 
concentrated commercial solution should not be 
attempted except under grave emergency situations 
when time or facilities do not permit dilution of the 
drug. If used under these conditions, the rate of in- 
jection should be extremely slow, so that the injec- 
tion takes at least several minutes. It should be 
borne in mind that the sudden intravenous injection 
of an amount greater than 10 mg. may cause apnea. 

Preparations: solution (injection) 25 mg. in 1 cc., 50 mg. 
in 2 cc., 750 mg. in 30 ce. 

Applicable commercial name: Leritine Phosphate. 

Merck Sharp & Dohme, Division of Merck & Co., Inc., 


cooperated by furnishing scientific data to aid in the evalua- 
tion of anileridine phosphate. 


Protamine Sulfate, N. F.—The sulfate salt of a 
strongly basic substance which is protein-like in 
nature and which is derived from the sperm of the 
salmon and other species of fish. Protamine is 
essentially a large polypeptide which, on hydrolysis, 
yields arginine or arginine in combination with 
histidine, lysine, or both. 

Actions and Uses.—Protamine sulfate is a heparin 
antagonist. Paradoxically, the drug itself is an anti- 
coagulant and will cause a prolongation of the 
clotting time. Although not nearly as active as 
heparin, protamine may be considered a true anti- 
thromboplastin. However, when protamine is given 
in the presence of heparin, the attraction of the two 
substances for each other is much greater than their 
individual attraction to the blood elements. Thus, 
in a sense, each neutralizes the anticoagulant ac- 
tivity of the other. The quantitative relationship of 
this interaction, which proceeds both in vitro and in 
vivo, is that of approximate direct ratios; i. e., about 
1 mg. of protamine is required to overcome the 
anticoagulant effect of 1 mg. of heparin. When 
given intravenously to a heparinized patient, pro- 
tamine appears to act almost instantaneously, and 
its effects persist for about two hours. 

Protamine sulfate is well established as an eftec- 
tive agent for combating the bleeding tendency 
that results from overdosage of heparin. Its intra- 
venous administration results in rapid contro] of 
heparin-induced hemorrhage and, if given in suffi- 
cient dosage, a restoration of clotting time to nor- 
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mal. The availability of protamine sulfate is there- 
fore essential for the safe management of patients 
undergoing anticoagulant therapy with heparin. 

Protamine has also been used for the treatment 
of certain nonspecific hemorrhagic states which are 
believed to be characterized, in part, by increased 
amounts of heparin or heparin-like substances in 
the circulation. The rationale for such therapy is 
based upon the observation that the blood of cer- 
tain patients, notably those with menorrhagia, post- 
partum hemorrhage, or postirradiation hemorrhagic 
diathesis, shows an increased protamine titration. 
This test is one in which identical aliquots of hepa- 
rinized blood are added to increasing concentra- 
tions of protamine, the end-point being the amount 
of protamine required for clot formation. Some pa- 
tients in this diagnostic category have shown de- 
cided improvement after the administration of pro- 
tamine, but there is insufficient evidence at present 
to prove conclusively that the cessation of hemor- 
rhage in these conditions can be attributed to the 
action of the drug. Thus, the use of protamine in 
the treatment of acquired hemorrhagic diseases is 
considered experimental. 

In clinical use, protamine sulfate appears to be 
well tolerated, and large intravenous doses (up to 
200 mg. in two hours) have been administered 
without any untoward effects. Since it is the addi- 
tive used in the preparation of protamine zinc in- 
sulin, protamine has often been suggested as the 
causative agent in the hypersensitivity reactions that 
sometimes occur in diabetic patients receiving that 
form of insulin. However, experiments have demon- 
strated that such reactions are due to sensitivity to 
the insulin rather than to the protamine, and it 
appears doubtful that allergy to protamine exists 
to any significant degree. 

Dosage.—Protamine sulfate is administered intra- 
venously and, occasionally, intramuscularly. For the 
treatment of heparin overdosage, a 1% solution is 
injected slowly (in one to three minutes) by the 
intravenous route. Since heparin is counteracted 
approximately milligram for milligram, the total 
dosage of protamine can be determined from the 
amount of heparin given over the previous three to 
four hours. The dosage should not exceed 50 mg. 
of protamine at any one time. 

In the treatment of spontaneous hemorrhagic 
disorders, the proposed total daily dosage is 5 to 
8 mg. per kilogram of body weight, injected in two 
equal portions six hours apart; the calculated dose 
is diluted in 300 to 500 cc. of isotonic sodium 
chloride solution and slowly infused intravenously. 
Therapy should not be continued for longer than 
three days. 


Vol. 167, No. 1 


Protamine sulfate has been administered intra- 
muscularly for the treatment of uncomplicated 
bleeding states in which elevated protamine titra- 
tion levels exist. The proposed dosage is 50 mg. 
every four hours for postpartum hemorrhage; for 
menorrhagia, the proposed intramuscular dose _ is 
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50 to 100 mg. on the second day of the menstrual 
period. The proposed dosage, as well as its use for 
these purposes, is considered experimental. 
Preparations: solution (injection) 10 mg. in 1 ce. 
Applicable commercial name: Protamine Sulfate. 
Eli Lilly and Company cooperated by furnishing scientific 
data to aid in the evaluation of protamine sulfate. 
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ALCOHOL AND NUTRITIONAL DISEASES OF 
THE NERVOUS SYSTEM 


Maurice Victor, M.D., Boston 


The abuse of alcohol gives rise to a large number 
of serious illnesses, an important proportion of 
which affect the nervous system. The neurological 
disorders associated with alcoholism are of diverse 
nature. Clinically it is useful to divide them into 
three groups: (1) those due to acute intoxication, 
(2) those due to withdrawal from alcohol, and 
(3) those due to nutritional deficiency. Certain rare 
complications of alcoholism, such as degeneration 
of the cerebellum and the corpus callosum, are not 
included in this classification, since their relation 
to the toxic effects of alcohol or to nutritional de- 
ficiency has not yet been clarified. 

Acute intoxication from alcohol results in the 
familiar symptoms of drunkenness or, if severe in 
degree, in stupor and coma. In this disorder there 
appears to be a direct inhibitory effect of alcohol 
on the nerve cells. 

The second group comprises the tremulous, hal- 
lucinatory, epileptic, and delirious states. This 
symptom-complex is quite distinct from that of 
intoxication and, since it becomes manifest only 
after a period of relative or absolute abstinence 
from alcohol, is referred to as the abstinence or 
withdrawal syndrome. In the genesis of the ab- 
stinence syndrome, chronic intoxication from alco- 
hol is the important factor, but just how alcohol 
acts to produce withdrawal symptoms is not known. 
Clinically, the abstinence syndrome due to alcohol 
is identical with that due to barbiturates. 


From the Neurology Service, Massachusetts Genera! Hospital, and 
the Department of Neurology, Harvard Medical School. 


The third group of illnesses associated with alco- 
holism comprises a relatively small but serious 
number of neurological disorders: polyneuropathy, 
Wernicke’s encephalopathy, Korsakoff’s psychosis, 
retrobulbar neuropathy, and the neurological and 
psychiatric portions of the pellagra syndrome. In 
these disorders the relative etiological importance 
of nutritional and alcoholic factors is reversed. 
Alcohol plays a purely secondary role and produces 
its damaging effects mainly by displacing food in 
the diet. It has also been speculated that the ab- 
sorption of nutrients from the intestine is impaired 
in the alcoholic patient and that his vitamin re- 
quirements are increased because of the vitamin- 
free calories furnished by the alcohol.’ In the 
genesis of this group of diseases, nutritional factors 
are paramount, and evidence for this point of view 
will be presented after consideration of the clinical 
characteristics. 


Clinical Characteristics of Nutritional Disorders 
of the Nervous System 


Before the nutritional disorders are discussed 
individually, a few general remarks, applicable to 
all of them, should be made. 

1. The over-all incidence of nutritional disease 
secondary to alcoholism cannot be stated with ex- 
actness, since only the alcoholic population of a few 
large urban centers has been studied in this regard. 
In comparison with disorders directly related to 
alcohol, the nutritional diseases are relatively un- 
common; they were noted in 3% of 266 con- 
secutive alcoholic patients admitted to the Boston 
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City Hospital.* Because of the high incidence of 
alcoholism in the community served by this hospi- 
tal, we were able to collect 131 cases of nutritional 
disease in an 18-month period; this represents an 
incidence as great as that of leukemia and lym- 
phoma combined. In this group, men and women 
were equally affected, whereas the incidence of 
chronic alcoholism in the community was five times 
greater in men. 

2. Only infrequently do the nutritional diseases 
occur singly; instead there is considerable over- 
lapping from one to another. Stated in a different 
way, the patient with nutritional disease frequently 
shows involvement of both the central and the 
peripheral parts of the nervous system, a feature 
found in few other clinical circumstances. Exami- 
nation frequently discloses signs of malnutrition in 
addition to disorders of the nervous system. These 
include general wasting, mucocutaneous lesions, 
circulatory abnormalities, scorbutic lesions, and 
anemia. 

3. The precise dietary aberration in these pa- 
tients is difficult to determine. The patient or a 
member of his family usually reports an over-all 
reduction in food intake, often astounding in de- 
gree. It is characteristic, for instance, to be told that 
the patient has not eaten an adequate meal for a 
years time, or that he has not taken a morsel of 
food for several days, and then only a few spoon- 
fuls of soup or half a sandwich. In general, the 
alcoholic and dietary habits of this group are to be 
distinguished from those of the spree drinker. The 
latter type drinks excessively for a circumscribed 
period, during which time he eats little or nothing; 
between sprees, however, he usually eats well and 
quickly normalizes his nutritional state. In patients 
with nutritional disorders, the daily imbibition and 
state of semistarvation are measured in months, 
often in years. 

4. All the disorders that we have encountered in 
alcoholic patients have also been described under 
conditions in which alcohol plays no part, for 
example, in prisoner-of-war camps. The clinical 
and pathological features are not fundamentally 
different in the nonalcoholic group. 


Nutritional Diseases of the Nervous System 


Nutritional Polyneuropathy.—The term “alcoholic 
neuritis,” although still commonly used, is inappro- 
priate since the peripheral nerve disorder is not 
primarily due to alcohol and since the pathological 
change affecting multiple nerves is degenerative 
rather than inflammatory. 

The symptomatology of nutritional neuropathy 
is remarkably diverse. In fact, many patients who 
came to our attention were asymptomatic; the 
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signs of peripheral nerve affection were revealed 
only on neurological examination. The common 
findings in this group were thinness of leg muscles 
and loss or depression of the knee and ankle jerks; 
less frequently, calf tenderness and a mild degree 
of motor and sensory impairment in the feet and 
legs were found. 

The majority of patients, however, suffer from 
neuritic symptoms—weakness, numbness, paras- 
thesias, and pain. The symptoms are usually in- 
sidious in onset and progress slowly; in a small but 
characteristic group, a state of virtual paralysis 
may evolve over several days. The legs are affected 
earlier than the arms, sometimes exclusively. As a 
rule, the abdominal, thoracic, and bulbar muscula- 
ture are spared. Pain is a distressing symptom in a 
minority of patients. The term “burning feet” has 
been applied in this circumstance but is not entirely 
applicable, since the hands may be involved and 
the patient may suffer from a number of symptoms 
in addition to burning pains, such as deep constant 
aching of the legs, lancinating pains like those of 
tabes, coldness, and so forth. 

Examination discloses varying degrees of motor, 
reflex, and sensory loss in a symmetrical distribu- 
tion, usually more prominent in the distal portions 
of the limbs and often confined to the legs. Deep 
reflexes in the legs are lost with even the mildest 
degrees of weakness; the reflexes may be retained 
in the arms despite a considerable loss of power in 
the hands. In a small number of patients, usually 
in those who complain mainly of burning pains, the 
reflexes may be of greater than average briskness. 
All the sensory modalities tend to be involved, 
although not always proportionately. Impairment 
of sensation is most profound in the distal area and 
decreases gradually over a long vertical extent of 
the limb. The spinal fluid in the nutritional neu- 
ropathies is usually normal. This finding may be 
helpful in distinguishing the rapidly evolving form 
of this disease from infectious polyneuritis. 

Recovery is a slow process, even in the mildest 
cases. In severely affected patients, several weeks 
may pass before the first signs of recovery become 
manifest, and a year may pass before the patient is 
able to walk unaided. Frequently there is a lasting 
abolition of the knee and ankle jerks and residual 
weakness of the feet. Since convalescence is long 
and tedious, there is a constant danger that the 
patient will abandon therapy; in this event recovery 
is greatly prolonged, or the patient is seriously 
disabled by contracture of the limbs. 

Wernicke’s Disease.—Our knowledge of this dis- 
ease dates from 1881, when Carl Wernicke de- 
scribed an illness of sudden onset, characterized by 
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a triad of clinical signs—disturbance of conscious- 
ness, paralysis of eye movements, and an ataxic 
gait. Since two of his three patients were alcoholics 
and all of them died, the presence of alcoholism 
and a fatal outcome came to be regarded as essen- 
tial parts of the clinical picture. Pathologically, he 
described focal vascular lesions that primarily af- 
fected the gray matter around the third and fourth 
ventricles and the aqueduct of Sylvius. He re- 
garded the disease as inflammatory in nature and 
suggested the name “acute superior hemorrhagic 
polioencephalitis.” Wernicke’s views have been con- 
siderably modified in recent years, although his 
clinical triad is still useful in diagnosis. The follow- 
ing description is based on our experience with 160 
cases of this disease. 

The crux of the clinical picture is ocular disturb- 
ance, and the diagnosis of Wernicke’s disease, at 
least during life, cannot be made without it. This 
consists of (1) horizontal and vertical nystagmus, 
(2) paralysis of the external recti, and (3) paralysis 
of conjugate gaze. Ptosis, retinal hemorrhages, and 
pupillary abnormalities are occasionally encoun- 
tered, but we have never observed papilledema in 
this disease. 

Some degree of ataxia is found in almost every 
patient; however, severe polyneuropathy precludes 
testing of some patients. Stance and gait are mainly 
affected, and in its severest form the patient is un- 
able to stand or walk without support. In contrast 
to the gross disorder of locomotion is the relative 
infrequency of a clear-cut intention tremor. Ataxia 
is most likely cerebellar in origin but is often mis- 
takenly attributed to a peripheral neuropathy. 

Mental aberrations were detected in all but 10% 
of our patients. Of the various Wernicke symptoms, 
these are the most difficult to define, but at least 
three different types can be recognized. 1. About 
20% of patients show the mental symptoms charac- 
teristic of delirium tremens or its variants. These 
symptoms are evanescent and may clear without 
any specific treatment. 2. A large number of pa- 
tients, when first seen, are in a state of apathy and 
severe confusion. Unconsciousness as part of the 
initial episode is distinctly rare, and drowsiness is 
not common; the patient’s state is better described 
as one of disinterest and indifference. Under the 
influence of thiamine or simply an adequate diet, 
the patient rapidly becomes more alert, attentive, 
responsive, and more capable of taking a mental 
test. Then the most prominent abnormality is one 
of retentive memory, that is, Korsakoff’s psychosis. 
3. Some patients are alert and responsive from the 
time they are first seen, and they already show the 
features characteristic of Korsakoff’s psychosis. 
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Wernicke’s disease has an abrupt, almost apoplec- 
tic, onset. All the symptoms may appear together, 
but more frequently ophthalmoplegia and ataxia 
precede the mental signs by several days or a week. 
Varying degrees of polyneuropathy occur in over 
half the cases, and occasionally retrobulbar neu- 
ropathy and spinal spastic ataxia may be present. 
The incidence of mortality in our patients was 16%, 
most of whom had other serious illnesses, such as 
cirrhosis of the liver or tuberculosis. 

The pathological changes in Wernicke’s disease 
are clearly not inflammatory, nor are they limited 
to the gray matter. The lesions are destructive in 
nature and affect both nerve cells and fibers. They 
are symmetrically located in the mammillary bodies 
and less consistently are located in the paraventric- 
ular regions of the thalamus and hypothalamus, 
the periaqueductal region of the midbrain, and the 
floor of the fourth ventricle. Hemorrhages are not 
found in all patients, and when present they do 
not appear to represent the significant pathological 
change. 

Korsakoff's_ Psychosis.—Korsakoff's psychosis is 
generally defined as a state of “memory defect with 
confabulation.” This designation fails to character- 
ize adequately this psychosis. It is apparent from 
Korsakoff’s writings that his patients displayed a 
much wider range of symptoms, including those of 
delirium, confusion, and what he termed “irritable 
weakness” (anxiety, fear, and depression). Our 
patients showed, in addition to these important 
features, a wide range of intellectual impairment. 
On formal psychological testing, they were found 
defective in concentration, in verbal and visual 
abstraction, in visual-motor coordination, and in 
learning ability. Although such a pattern is prob- 
ably not specific for Korsakoff's psychosis, it em- 
phasizes the fact that there are a number of 
abnormalities in cognitive function, apart from 
memory defect, in this disease. 

Nevertheless, the unique feature of Korsakoft’s 
psychosis is the disturbance of memory out of pro- 
portion to the other cognitive functions. Thus, a 
few minutes after completing a standard _ intelli- 
gence test, a patient may be unable to recall the 
examiner or having taken the test. Although recent 
memory suffers most, this is a relative matter, and 
remote memory may be defective in severe cases. 

Of the various abnormalities related to memory 
function, two are particularly characteristic. First, 
the patient has a persistent inability to learn newly 
presented material, that is, to make new memories. 
Since adaptation to every new situation requires 
the formation of new memories, or at least the com- 
bining of new and old ones, it is this defect that 
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renders the patient ineffective in society and ca- 
pable of performing only the most routine tasks. 
Secondly, the patient is unable to associate past 
events in their proper temporal sequence. This de- 
fect becomes obvious after the acute stage of the 
illness has passed and after some improvement in 
memory function has occurred. It remains the most 
prominent abnormality in all but the few patients 
who make a complete recovery. 

Although confabulation is widely regarded as a 
specific symptom of Korsakoff's psychosis, it is 
found in many other confusional states as well. 
Furthermore, confabulation is not found in all the 
patients with Korsakoff’s psychosis, and diagnosis 
can readily be made without it. 

The outcome of this disorder varies. In a small 
proportion of patients, complete recovery may be 
expected. The customary experience is for the pa- 
tient to make a slow and incomplete recovery over 
a period of a year or longer. During this period the 
patient shows large gaps in memory and inability 
to sort out events in their proper temporal se- 
quence. If the patient is seen for the first time dur- 
ing this stage, the diagnosis of “alcoholic deteri- 
orated state” or “organic brain syndrome due to 
alcohol” is commonly made. 

Even from this brief description, it is evident that 
the clinical picture of Korsakoff's psychosis is not 
a static one but changes as the disease evolves and 
regresses. Occasionally, the quiet confusional state 
of Wernicke’s disease and, less frequently, an asso- 
ciated delirium dominate the scene; later the am- 
nestic-confabulatory state, with a variable degree 
of confusion, becomes prominent; later still, vary- 
ing degrees of memory defect and the disorder of 
temporal relationships form the chief aberration. 
Thus, it becomes difficult to speak of a classic form 
of Korsakoff's psychosis; instead, one sees several 
forms, each one characteristic of a certain phase of 
the illness. 

Unity of Wernicke’s Encephalopathy and Korsa- 
koff's Psychosis.—Several illusions have already been 
made to the relationship between these two syn- 
dromes. Clinically, the majority of patients with 
Wernicke’s disease show signs of Korsakoff’s psy- 
chosis, either from the time they are first seen or 
after an initial period of apathy and drowsiness. 
Conversely, the vast majority of alcoholic patients 
with an amnestic-confabulatory psychosis show the 
stigmata of Wernicke’s disease (nystagmus and 
ataxia) even years after the onset of the illness. 
Pathologically, there is a unity of the two diseases. 
The lesions in our patients were much the same, 
whether the patient had died in the acute stages of 
Wernicke’s disease, or in the chronic phase of the 
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illness when the ocular palsies had cleared and the 
amnestic symptoms were prominent. This point was 
recently emphasized by Malamud and Skillicorn.* 
It would appear that in the alcoholic, that is, the 
nutritionally deficient patient, Wernicke’s disease 
and Korsakoff's psychosis represent different facets 
of the same disease process. 

Nutritional Amblyopia (Alcohol Amblyopia).— 
This term refers to the visual failure not due to a 
lesion of the cornea or other parts of the refractive 
mechanism, which occurs in nutritional disease. 
Pathological studies in alcoholic patients are lack- 
ing, but in nonalcoholics the lesion is probably in 
the optic nerve, so that “retrobulbar neuropathy” 
is a suitable synonym. 

The characteristic complaint is a blurring of vis- 
ion for near and distant objects that usually devel- 
ops over a period of several weeks. Examination 
discloses a reduction in visual acuity, the presence 
of central and centrocecal scotomata, and, in some 
cases, fundoscopic abnormalities. The latter vary 
from a mild papillitis, with slight hyperemia and 
perhaps blurring of the disk margins, to pallor of 
the optic disk in the most advanced cases. Retinal 
hemorrhages may be seen occasionally. These 
changes are always bilateral, although usually 
asymmetrical. If left untreated, the disease may 
progress to irreversible optic atrophy; with dietary 
treatment, improvement occurs to a variable extent 
in all instances. 

Retrobulbar neuropathy may occur as the only 
manifestation of the deficiency, but more frequently 
it is combined with other nutritional syndromes. 
Most of our patients also showed signs of periph- 
eral neuropathy; a small number of cases were 
complicated by the Wernicke-Korsakoff syndrome 
and a similarly small number by a spinal spastic 
and ataxic syndrome. 

Pellagra—In the United States the incidence of 
pellagra has decreased sharply in the past decade. 
In the previously mentioned series of 131 alcoholic 
patients with nutritional disorders of the nervous 
system, only one had pellagra.* The virtual aboli- 
tion of this disease in the alcoholic population has 
been the subject of a recent study by Figueroa and 
others,* who attribute this phenomenon to the en- 
richment of bread with niacin. The neurological 
manifestations of pellagra can be referred to all 
parts of the nervous system. In the early stages of 
the disease, the symptoms are mainly mental; they 
may be mistaken for those of psychoneurosis, or 
they may take the form of a confusional psychosis 
or other type of insanity. Both the posterior and the 
lateral columns of the spinal cord may be involved, 
especially the former. Neuritic signs are the least 
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common and are very much the same as those of 
neuritic beriberi. Many of the neurological abnor- 
malities seen in pellagra may be due to deficiency 
of vitamins other than niacin. 


Nutrition in Alcoholic Disorders of the 
Nervous System 


In two major classes of alcoholic disease, namely, 
acute intoxication and the abstinence syndrome, 
nutritional factors are of little or no importance. 
This is at first surprising, since many patients in 
this category, particularly the spree or periodic 
drinkers, give a history of poor diet, and a small 
number may show signs of malnutrition. However, 
withdrawal symptoms may develop in patients who 
are adequately nourished. Furthermore, we have 
observed the subsidence of these symptoms in a 
group of patients who were denied food or vitamins 
throughout the course of the withdrawal illness, 
and in a group who were given water, glucose and 
water, or glucose-water and minerals as the only 
nutrients. 

The evidence is now overwhelming that poly- 
neuropathy, the Wernicke-Korsakoff syndrome, am- 
blyopia, and pellagra are nutritional in origin and 
that the role of alcohol is purely secondary. A sys- 
tematic review of the evidence is beyond the scope 
of this article, and only the major landmarks in the 
development of this concept will be mentioned. 
Brief reference will also be made to the specific 
factor or factors concerned in the genesis of the 
nutritional diseases and the mechanism of their 
action. 

Polyneuropathy.—The close association of alco- 
holism and polyneuropathy has long been appre- 
ciated. The articles of Lettsom in 1787 and of Jack- 
son in 1822 are usually quoted in this connection; 
they do indeed contain accurate clinical accounts, 
albeit of only the most advanced form of the dis- 
ease. The concept that polyneuropathy in alcoholics 
is the result of nutritional deficiency is relatively 
recent. Only after beriberi became established as a 
nutritional disorder was the alcoholic etiology 
questioned. The similarity of neuritic beriberi to 
alcoholic neuritis was commented on by several 
authors, but it was Shattuck,® in 1928, who first 
seriously discussed their relationship. He suggested 
that the “polyneuritis of chronic alcoholism was 
caused chiefly by failure to take or assimilate food 
containing a sufficient quantity of vitamin B.. . 
and might properly be regarded as true beriberi.” 
The most convincing evidence that alcoholic poly- 
neuritis does not result from the neurotoxic effect 
of alcohol was supplied by Strauss.° He allowed 10 
patients to continue their daily consumption of 
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whisky while they were given a well-balanced diet 
supplemented with yeast and vitamin B concen- 
trates. Improvement occurred in all the patients. 

The precise nutritional factors concerned in the 
neuropathy of alcoholism and beriberi are not yet 
fully defined. For a number of years after the dis- 
covery of thiamine, a debate centered around the 
question of whether this was the antineuritic vita- 
min. Only a small proportion of the experiments 
undertaken to settle this point satisfies the strict 
criteria of the nutritionist; however, there is accept- 
able evidence that, in the rat, dog, and pigeon, 
thiamine deficiency brings about a degeneration of 
the peripheral nerves. Swank’s’ experiments on 
pigeons are particularly convincing since the nerves 
regenerated when thiamine alone was added to 
the diet that had produced the neuropathy. The 
necessity of either accepting or rejecting the spe- 
cific role of thiamine became less urgent when it 
was shown that a deficiency of pyridoxine or of 
pantothenic acid caused degeneration of the pe- 
ripheral nerves. In humans, there is a small but con- 
vincing body of data which show that the clinical 
signs of neuropathy can be produced by a de- 
ficiency of thiamine“ and, under some circum- 
stances, by a deficiency of pyridoxine ® or panto- 
thenic acid.’° 

Wernicke’s Encephalopathy and Korsakoff's Psy- 
chosis.—The identification of Wernicke’s disease as 
a nutritional disorder closely followed the changing 
ideas in regard to polyneuropathy. The first step in 
this direction was taken when it was recognized 
that Wernicke’s disease could occur apart from 
alcoholism, as, for example, in hyperemesis gravi- 
darum or as a terminal event in various cachectic 
states. Shortly after the appearance of these re- 
ports, Alexander and his colleagues drew attention 
to the similarity of the pathological changes in 
Wernicke’s disease and those which resulted from 
thiamine deficiency in pigeons.'’ Lesions which 
are similar to those of Wernicke’s disease in their 
topical and histological character have been re- 
peatedly produced in a large number of species 
rendered thiamine deficient; the lesions produced 
in monkeys bear the closest histological resem- 
blance to the human disease.’* 

The specific nutritional factor concerned in most, 
if not all, of the symptomatology of Wernicke’s 
disease is thiamine. This idea has received confirma- 
tion through a number of clinical observations, in- 
cluding our own.'* We have noted the effects of 
thiamine and other vitamins on the various com- 
ponents of the Wernicke syndrome; throughout the 
experimental period the patients were kept on a 
synthetic diet composed of glucose, minerals, and 
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water. Prior to the administration of thiamine there 
was no improvement in any of the symptoms. More 
specificaliy, despite alcohol withdrawal, bed rest, 
and the addition of the vitamins (exclusive of 
thiamine), ophthalmoplegia progressed; nystagmus 
decreased only in association with an increase in 
ocular paralysis. When thiamine alone was added 
to the purified diet, the ophthalmoplegia began to 
improve within a few hours and cleared completely 
within a few days to a week. Diminution in 
nystagmus and ataxia also occurred, but the change 
was more gradual, and usually these symptoms 
persisted in mild form for months or years after 
their onset. Several of our patients made a similar 
recovery despite the addition of a pint of whisky 
daily in addition to the thiamine. In view of these 
observations, there seems to be little doubt that 
ophthalmoplegia, nystagmus, and ataxia are re- 
lated to thiamine deficiency. The marked sensi- 
tivity of the ophthalmoplegia to the administration 
of thiamine accounts for the rapid disappearance of 
this sign after one or two meals. The quality of 
prompt reversibility suggests that the symptoms are 
due to a biochemical abnormality and not to struc- 
tural change. 

The relationship of thiamine administration to 
the clearing of mental symptoms is a more difficult 
problem to assess. In the experimental studies 
mentioned before, symptoms such as apathy, drow- 
siness, listlessness, inattentiveness, and inability to 
concentrate and to sustain a conversation cleared 
rapidly when thiamine was administered. It is very 
likely, therefore, that this aspect of the mental dis- 
order is related to thiamine deficiency. With respect 
to memory defect and confabulation (the Korsakoff 
syndrome), no significant improvement could be 
discerned within the periods of glucose and thia- 
mine administration, which in the longest instance 
measured 11 days. Drawing an analogy to the slow 
rate of recovery of peripheral neuropathy, however, 
it was felt that this period may have been too short 
to evaluate the effect of thiamine. Accordingly, we 
made observations on 12 patients who were main- 
tained on a diet deficient in vitamin B for as long 
as eight weeks, with thiamine as the only nutri- 
tional supplement. In four of these patients the 
memory defect remained unchanged; in two there 
was a complete recovery; in six others there was a 
partial recovery. This outcome was much the same 
as that which occurred in a control group of pa- 
tients on a full diet with all the vitamin supple- 
ments from the outset of the illness. These data 
suggest that the lesions responsible for the memory 
loss are structural rather than biochemical in nature 
and, once fully developed, are reversed slowly and 
often incompletely. The failure of the Korsakoft 
component to respond to thiamine may be governed 
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by the inherent slowness of recovery of damaged 
brain tissue and by the extent of the damage; it 
need not be due to a combination of several nutri- 
tional deficiencies, as has been suggested by some 
authors. Finally, these data do not exclude the 
possibility that thiamine deficiency is responsible 
for the amnestic as well as the other symptoms of 
the Wernicke-Korsakoff syndrome. 

Nutritional Amblyopia._In the United States, 
many of the cases of retrobulbar neuropathy at- 
tributed to the toxic effects of alcohol and tobacco 
are probably of nutritional origin. The systematic 
clinical experiments of Carroll '* have convincingly 
demonstrated that recovery from amblyopia follows 
improvement in nutrition, despite continued in- 
dulgence in alcohol and tobacco. It would appear 
from his observations that the B group of vitamins, 
more specifically thiamine, is the nutritional factor 
of importance. 

Pellagra.—Spies and DeWolf,'* in 1933, were the 
first to discredit the entity of alcoholic pellagra. 
They demonstrated that alcoholic patients re- 
covered from pellagra, despite the administration 
of large amounts of corn whisky, provided that they 
ate an adequate diet supplemented with yeast. 
Their observations further suggested that alcoholic 
and endemic pellagra were identical and that the 
relationship between the two was one of substitu- 
tion of drink for food. : 

The subject of the nutritional defects in pellagra 
is highly involved and will be referred to in the 
briefest fashion. Nicotinic acid deficiency repre- 
sents only one aspect of the matter. The amino acid 
tryptophan serves as a precursor of nicotinic acid; 
therefore, an adequate amount of tryptophan is 
necessary to prevent pellagra in a diet limited in 
nicotinic acid. The relationship between nicacin 
and its precursor tryptophan, as well as between 
the many ancillary factors concerned with the 
etiology of pellagra, has been well discussed by 
Goldsmith and her collaborators."* However, the 
neurological manifestations of pellagra are probably 
related to the activity of other B vitamins; thus, 
pyridoxine deficiency has resulted in the charac- 
teristic cerebral and peripheral nerve lesions in 
monkeys.’” 

Summary 


Nutritional disorders of the nervous system are 
relatively uncommon complications of alcoholism; 
they assume considerable importance, however, by 
virtue of the serious and frequently permanent 
damage which they inflict on the nervous system, 
particularly on the mind. In constrast to alcoholic 
intoxication and to the abstinence syndrome, al- 
cohol plays a secondary role in the nutritional dis- 
orders and produces its effects mainly by displacing 
food in the diet. 
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Our clinical and pathological observations indi- 
cate that in the alcoholic patient Wernicke’s 
encephalopathy and Korsakoff's psychosis represent 
only different facets of the same disease process and 
could suitably be referred to as the Wernicke- 
Korsakoff syndrome. The specific nutritional factor 
concerned in most, if not all, of the symptomatology 
of this syndrome is thiamine. Polyneuropathy may 
result from a deficiency of any one of three B vita- 
mins: thiamine, pyridoxine, or pantothenic acid. 
The etiology of pellagra is even more complex, for 
it involves not only nicotinic acid but the amino 
acid tryptophan. 


Part of the work reported herein was supported by a 
United States Public Health Service grant. 
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ADIATION SYNDROME.—Only knowledge can help to dispel the many un- 
R certainties and misconceptions surrounding the radiation problem. Exposure 
of the whole body, or of a large part of it, to sufficient amounts of penetrat- 

ing ionizing radiation induces in man the acute radiation syndrome. Clinical course 
and outcome of the disease are determined, in essence, by two factors—dose and 
individual susceptibility. . . . Since . . . most of the figures concerning incidence and 
severity of radiation-induced injury must be based largely on extrapolations and 
estimations, their value is necessarily provisional and subject to revision when addi- 
tional information becomes available. Nevertheless, the following broad statements 
seem to be rather well supported. . . . Air doses up to 100 r will be subthreshold 
for the acute radiation syndrome, and will thus be of no concern in emergency situa- 
tions. In the dose range between 100 and 200 r, the acute radiation syndrome, if it 
develops at all, will proceed in such a mild form that it can be handled ambula- 
torily. The hospitalization threshold, a very important concept defined as that dose 
level beyond which hospitalization becomes necessary for an appreciable number of 
persons among a large exposed population, lies approximately at 200 r. Between 
200 and 400 r—perhaps even 500 r—the acute radiation syndrome will be clinically 
significant and will occur in its hematopoietic form, displaying a very characteristic 
time course almost independent of dose. . . . All facts available disprove the fatalistic 
or pessimistic approach frequently encountered.—H. B. Gerstner, M.D., Acute Radia- 
tion Syndrome in Man, United States Armed Forces Medical Journal, March, 1958. 
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TAKING THE HEALTH MESSAGE 
TO THE PUBLIC 


s the ancient Chinese dictum says, one 
A picture is worth 10,000 words. Man has 

always communicatec most effectively 
through graphic presentations, and the 
health exhibit or health museum is a natural expres- 
sion of man’s visual-mindedness. 

The health museum and modern exhibit tech- 
nique first came into their own about the time of 
the great fairs which were held in the United 
States, beginning with the Century of Progress 
Exposition in Chicago in 1933-1934 and followed 
by major expositions at San >\-go, Calif.; Dallas, 
Texas; San Francisco; and Clovclaad. At about this 
same time, the museum as being promoted 
in Germany, through the Dresaen riealth Museum. 

Despite the outbreak of World War II, the New 
York World’s Fair plans for 1939 and 1940 were 
carried through and included an ambitious and im- 
pressive Hall of Man, which was in effect a health 
museum established on a temporary basis for the 
duration of the fair. It was expected that out of 
this Hall of Man would grow an American Museum 
of Health. These plans failed to materialize, but 
other plans did. 

In Cleveland, the Academy of Medicine led a 
movement to establish a Cleveland Health Museum, 
incorporated December 7, 1936, and opened to the 
public on November 13, 1940. This was the first 
actual health museum in America, although there 
had been health exhibits in connection with other 
museums at Rochester, Minn.; Buffalo; and Toledo, 
Ohio and, as early as 1916, in the American Mu- 


1, Cleveland Museum of Health, editorial, J. A. M.A. 115: 1457- 
1458 (Oct. 26) 1940. 
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seum of Natural History in New York. The use of 
exhibits for carrying the health message to the pub- 
lic at county fairs and such occasions was also fairly 
well established in the United States. Several medi- 
cal societies had held such exhibits and so had de- 
partments of health, as well as the voluntary health 
agencies. 

In 1940, the House of Delegates of the American 
Medical Association passed a resolution approving 
the American Museum of Health and expressing the 
hope that other health museums would be estab- 
lished as a result of this pioneer action.’ The Cleve- 
land Health Museum became, in fact, the actual 
pioneer. The health museum at Dallas was incor- 
porated and opened to the public on October 5, 
1946. 

A new idea was introduced into the health mu- 
seum concept by the Lankenau Hospital of Phila- 
delphia, which opened to the public on December 
7, 1953, a wing of the hospital itself, conceived as a 
part of the original plan and dedicated and en- 
dowed as an educational device for the enlighten- 
ment of patients and visitors. This was the first in- 
clusion of a health museum on a permanent basis 
in a hospital, although previous efforts had been 
made to utilize hospital waiting rooms for educa- 
tional purposes by the use of exhibits, and the Amer- 
ican Public Health Association had for some years 
a committee on the use of health exhibits in hospi- 
tals. On November 2, 1957, the Smithsonian Insti- 
tution opened a new hall of health. 

The latest addition to the ranks of health mu- 
seums and the newest idea in connection with such 
institutions will be the Hinsdale Health Museum 
at Hinsdale, Ill., to be opened in May, 1958. This 
will be the first health museum in the world to 
be built in conjunction with a professional office 
building housing physicians, dentists, and allied pro- 
fessional persons. 

Each of these steps has been logical. bringing the 
health message to the place where people are in- 
stead of expecting them to go where it is to be found. 
All of these health museums came into being 
on a local level to fill a local need. Their influence 
has extended beyond their borders, and they have 
all become statewide and nationwide assets. 

The growth of specialized health museums has 
stimulated museums of science and even museums 
of natural history to establish “galleries of health,” as 
at the Nebraska State Museum (1954), or halls of 
public health, as at the Boston Science Museum 
(1956). Many of these museums took the medical 
exhibits of the Museum of Science and Industry in 
Chicago, established in 1935, as their prototype. 

The A. M. A. through its Bureau of Exhibits has 
furnished materials to a number of health museums, 
including those in Cleveland and Dallas and the 
Museum of Science and Industry in Chicago. Its 
traveling health exhibits, following a pattern estab- 
lished by the Dresden Health Museum, service 
county fairs and group meetings at state and county 
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levels. By extension, these exhibits have appeared 
on television in connection with many such meet- 
ings. 

The modern concept of a health museum is ex- 
pressed by Dr. Bruno Gebhard, director of the 
Cleveland Museum and pioneer in the health mu- 
seum field, in the striking phrase, “A museum, not 
a mausoleum.” On this principle, it has now become 
part of accepted health museum technique to use 
mediums other than the fixed exhibit, such as 
traveling exhibits, motion pictures, films, radio pro- 
grams, lectures, newspaper stories and features, and 
indeed every technique in health education. The 
modern health museum is a center for health edu- 
cation and promises to be one of the most potent 
forces available for this purpose. 

The medical profession welcomes the Hinsdale 
Museum to the growing ranks of American health 
museums and looks to a future in which other com- 
munities will follow suit with projects best suited 
to their individual local needs. 


AERO MEDICINE 


The rapid progress in rocketry and the possibility 
of flight into far distant space have brought forth 
many new problems of a medical nature and 
opened up a still wider field for research. The chal- 
lenge thus imposed has already been accepted, as 
was shown in March at the 29th annual meeting of 
the Aero Medical Association. On the three-day 
program were reports of studies on human be- 
havior in flight, protection at extreme altitude, 
aviation physiology, aviation psychology, accidents 
and flight safety, hypothermic stress, sensory prob- 
lems, acceleration, deceleration, and space medi- 
cine. Leading space investigators believe that the 
medical challenge of space flights can be met and 
that the difficulties involved in flights to the moon 
and some of the nearer planets will eventually be 
overcome. 

The problems associated with sustaining life in 
a space-like environment include consideration of 
protection from the effects of cosmic radiation, un- 
filtered solar ultraviolet and x-ray radiation, me- 
teorite collision, and the breathing, cooling, and 
heating requirements. Certain statements from vari- 
ous presentations at this meeting are of general 
interest to physicians. 

The concept of the composition of the true extra- 
atmospheric cosmic ray beam has considerably 
changed recently. Next to the atmosphere, the most 
powerful shielding force preventing low-energy 
cosmic ray particles from reaching the earth is the 
geomagnetic field. The magnetic field of the earth 
strongly influences the influx of corpuscular rays of 
solar and cosmic origin by channeling them into the 
polar regions. The density of distribution of these 
ray particles in adjacent space, in fact, shows con- 
siderable variations with the earth’s latitudes. At 
present no informed guess seems possible with re- 
gard to the ionization dosage in interplanetary space. 
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It is known that aircraft collision with birds can 
occur up to 20,000 ft. and that bird-windshield col- 
lision can impose a serious hazard to the pilot per- 
sonally and as an aircraft operator. 

Analysis of the accidents experienced in a num- 
ber of the latest high-performance aircraft indi- 
cated that, although the margin for error has de- 
creased, Air Force pilots can successfully operate 
this high-performance equipment. Material failure 
was the predominant accident cause. The greatest 
operator difficulty was experienced during the land- 
ing process. This analysis indicated that engineer- 
ing and materiel, rather than crew limitations, may 
be the critical factors in future flight. 

A study was reported of 144 aircrew members in 
B-52, F-100, and T-33 types of aircraft with regard 
to the effect of flight on their blood sugar levels. 
Glucose tolerance tests were performed on these 
crews and the results evaluated as to the change in 
blood sugar level as well as the absolute basic level. 
Glucose tolerance tests revealed an incidence of 
about 10% “flat” curves, which was thought to be 
consistent with the emotional stress encountered. 

A medical officer participated in an 11,000-mile 
nonstop flight of six B-52 aircraft. Samples of urine 
collected from four crew members during the flight 
were evaluated for the 17-hydroxycorticosteroids. 
The subjects showed a mean average during the 
Hight of 15.2 mg. compared with 8.9 mg, per 100 
ce. the contro] day over 24 hours. There was, as 
has been shown in other studies, an increase in 
adrenal cortical activity in subjects emotionally dis- 
turbed and in stressful situations. Quantitatively, 
the 17-hydroxycorticosteroids in the urinary output 
of flying personnel was believed to be a favorable 
index for evaluating stress. 

In the session on space medicine, there were dis- 
cussions on the techniques now available for the 
reconstitution of human urine in the form of potable 
water and on a closed food cycle atomic conserva- 
tion for space flight. One of the most difficult medi- 
cal problems in space medicine was said to be the 
development of closed food and air systems. It was 
said that physical and chemical recycling methods 
could be used “for short hops” but that for longer 
voyages a photosynthetic system, such as one pro- 
ducing oxygen through the use of algae, would be 
required. Another speaker said that urine would be 
the main source of water and that for recycling this 
product electro-osmosis appeared to be the most 
practical possibility at present. An experimental 
space diet was said to be in preparation for a 
clinical trial. 

Radio transmission and electrical recording have 
made it possible to monitor the physiological con- 
dition of crew men during stratosphere flights. 
Data obtained in two balloon ascents and in several 
stratosphere flights in high-performance aircraft 
indicated that in some subjects the pulse rate be- 
came as high as 165 and 180 per minute and the 
respiratory rate as high as 60 per minute. However, 
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their blood and urine constituents generally were 
found to be within normal limits, with little if any 
indication of the effects of stress. 

Realizing that a considerable part of the research 
necessary to the solution of these problems will be 
conducted by investigators other than doctors of 
medicine, the Aero Medical Association voted to 
amend its constitution and by-laws so that physiolo- 
gists, psychologists, anthropologists, and some other 
scientists would be eligible to become full-fledged 
members of the association. 

At the business meeting the association voted to 
strongly recommend that an adequate medical de- 
partment be established in the Civil Aeronautics 
Administration directly responsible to the CAA 
administrator and that Congress be petitioned to 
enact legislation to accomplish this purpose. 


THE RECALCITRANT TUBERCULOUS 
PATIENT 


With few exceptions, patients having tuberculo- 
sis present no social problem to the private physi- 
cian or to the local health department. There is, 
however, the occasional patient who will not assist 
in caring for himself and who, in addition, has no 
concern for the welfare of others. This individual 
goes his way spreading tubercle bacilli in his home, 
his neighbor’s home, and in public places. Un- 
fortunately, it seems this type of individual is also 
often afflicted with alcoholism, and the two dis- 
eases produce a danger that is proportionately {ar 
greater to the community than just the sum of 
both conditions. 

What can the practicing physician do about such 
a patient, besides worry? Actually very little be- 
yond trying to persuade him to “see the light” and 
have some concern for his own welfare and that 
of others. But when that attempt has failed, the 
physician’s only recourse is to work with the local 
health officer, who is vested with strong legal pow- 
ers where communicable diseases are involved. 

What can a health officer do? First, he too will 
try persuasion, usually directly and through his 
nursing staff. Sometimes the health officer will suc- 
ceed where the private doctor has failed because 
the patient is angry at the doctor who told him he 
has tuberculosis and is purposely resisting that doc- 
tor’s recommendations, This may seem like an un- 
usual situation, but it occurs with too much regu- 
larity to be discounted. More often, however, the 
recalcitrant patient with tuberculosis retains his 
unreasonable attitude. In these circumstances the 
health officer next discusses the legal measures at 
his command. Mere impartment of such knowledge 
to most stubborn patients will be the convincing 
factor that causes the sick man to follow faithfully 
the recommended therapeutic regime. 

In a small percentage of instances, though, nei- 
ther the private physician nor the health department 
is able to communicate with an obstinate patient. 
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In such cases it is then necessary to resort to avail- 
able legal measures. While official procedures may 
differ from state to state, the principle behind en- 
forced isolation of the patient with a dangerously 
communicable disease is fairly consistent—to pre- 
vent, where possible, the spread of infection. 

To be sure, advances in drug therapy have al- 
tered many ideas as to which illnesses should be 
isolated. But there still remain several diseases 
(e. g., smallpox, cholera) whose infectivity demands 
the patient’s immediate separation from a suscep- 
tible population. Isolation, of course, need not al- 
ways be limited to a hospital or institution, and 
in the majority of such cases removal from contact 
with susceptible persons can be quite adequately 
carried out at home. 

Where the tuberculous patient has no visible 
means of taking care of himself at home, it is not 
uncommon to place him in some preselected loca- 
tion that can provide not only isolation but, of 
greater importance, treatment. Many health depart- 
ments have routine arrangements, and the use of 
legal powers is not actually invoked unless and 
until the patient violates his “friendly” isolation 
order. At this point, when all else has failed, it be- 
comes necessary to isolate the patient under lock 
and key. But there is always the cry that a jail is 
no place for a sick person. Fortunately, many states 
have therapeutic lock and key facilities, called cor- 
rectional institutions, where treatment and guidance 
are administered simultaneously, with the ultimate 
hope that the patient can be cured mentally as well 
as physically. 

It is interesting to note a recent opinion of the 
California Attorney General concerning recalci- 
trancy and isolation. A recalcitrant patient with 
tuberculosis was defined as “one who by his pres- 
ent or past statements and conduct has demon- 
strated that he will not obey the current quarantine 
and isolation order.” In supporting his belief that 
the patient’s tuberculosis is contagious, the health 
officer was advised to include two certificates of 
physicians who specialize in tuberculosis, showing 
that the patient has active, contagious tuberculosis 
and is still a public health menace. Isolation of any 
person with a disease, even in a local jail, is per- 
missible if such action becomes necessary to employ 
reasonable security measures. 

Enforced isolation of a person with any disease is 
an extremely controversial procedure. Interestingly 
enough, many health officials do not require, but 
only desire, the isolation of a patient with tubercu- 
losis. There is a growing feeling that, with proper 
medical supervision, the tuberculous patient is 
more apt to cooperate in the confines of his accus- 
tomed environment. Education of the public to 
better understand the present-day treatment of this 
disease, plus a community awareness of all the 
methods available to care for those who resist 
proper medical care, will serve as the best deter- 
rents to potentially recalcitrant patients. 
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ORGANIZATION SECTION 


A. M. A. SESSION ON LEGISLATION 


How do representative doctors feel about specific 
governmental activities in hospital construction, 
medical school aid, and the medical aspects of air 
travel operations, social security, veterans’ affairs, 
vocational rehabilitation, and workmen’s compensa- 
tion? What is the “climate” in Washington, D. C., 
today—what will it be tomorrow—in regard to legis- 
lative matters relating to federal involvement or 
noninvolvement in the health of individual Ameri- 
cans? And what about the individual physician— 
where does he fit into the Washington scene? 

For six straight hours (even a sandwich luncheon 
did not intrude on its flow of work) the American 
Medical Association’s only group concerned exclu- 
sively with a study of federal agencies and law- 
making tackled these questions late in March. 
The group is the eight-year-old Committee on 
Legislation, whose 11 members come from every 
region of the nation. It is sometimes described as 
the most sensitive committee of the A. M. A.—most 
sensitive to the same “typical U. S. doctor” opinion 
which ultimately lies behind every action of the 
policy-making A. M. A. House of Delegates. But 
while sensitiveness may be there, final decision is 
not. Each committee recommendation is subject to 
action of the Board of Trustees. 

Committee discussions in Washington on March 
29 dealt largely with “on the scene” reports from 
the A. M. A. Washington office, which monitors 
the many legislative and administrative activities 
in the capital as they relate to health. The com- 
mittee also listened to progress reports of a staft 
group which has been informing both medical and 
nonmedical leaders across the nation of the risk and 
expense of proposed free hospitalization and nurs- 
ing home care for the aged under social security. 
The staff group told committee members it has 
been able to show these leaders that expanded 
health insurance coverage and other free-enterprise 
mechanisms offer a better solution to the problem 
of improved health care for the aged. One of these 
positive mechanisms has been established volun- 
tarily within the health professions. It is the Joint 
Council to Improve Health Care for the Aged, 
comprised of representatives of the A. M. A., the 
American Dental Association, the American Hos- 
pital Association, and the American Nursing Home 
Association. 

Chairman of the Committee on Legislation is Dr. 
George M. Fister of Ogden, Utah, who is also a 
member of the A. M. A. Board of Trustees. Other 
committee members are Drs. McKinnie L. Phelps 


of Denver; C. Byron Blaisdell of Asbury Park, N. J.; 
R. B. Chrisman Jr. of Coral Gables, Fla.; Frank C. 
Coleman of Des Moines; Harlan English of Dan- 
ville, Il.; Frank J. Holroyd of Princeton, W. Va.; 
J. Lafe Ludwig of Los Angeles; John E. McDonald 
of Tulsa; D. Olan Meeker of Riverside, Conn.; and 
George E. Twente of Jackson, Miss. Committee 
secretary is Mr. Warren Whyte of the A. M. A. 
headquarters staff. 


REPORT OF JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


The following items from the March, 1958, issue 
of the bulletin of the Joint Commission on Accredi- 
tation of Hospitals (660 N. Rush St., Chicago; Ken- 
neth B. Babcock, M.D., director) are reproduced 
here for the information they contain that will be 
of interest to many physicians.—Ep. 


Hospital Consent Forms 


The question of medical professional liability 
was discussed at the Board of Commissioners’ meet- 
ing and it was decided that hospitals should be ad- 
vised that many consent forms presently in use are 
inadequate and should be re-evaluated. The com- 
missioners did not and will not endorse any specific 
form. They recommended that the hospital obtain 
local legal counsel in its preparation. In principle 
the form should be an informed consent which 
means that the signer knows what he is signing, 
knows what is to be done, and understands the 
risk involved to the patient. It should include such 
information as the following: name of the hospital 
in which the operation or procedure is to be per- 
formed, and date consent is signed; name of the 
patient on whom the operation or procedure is to be 
performed; statement of the nature of the operation 
or procedure to be performed; authorization for ad- 
ministration of anesthesia, if necessary; authoriza- 
tion to perform such additional operations or pro- 
cedures as are considered necessary or desirable in 
the judgment of the surgeon or physician; consent 
to dispose of tissues or parts removed at operation; 
statement that the signer is aware of the contents 
of the form he is signing; signature of patient or 
person legally authorized to give consent on pa- 
tient’s behalf; and signature of witness. 


Progress Report—1957 


During the five years the Joint Commission on 
Accreditation of Hospitals has been functioning, 
there has been a steady gain in the number of ac- 
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credited hospitals. This is shown in table 1. The 
1952 figures indicate the number of hospitals ac- 
credited by the American College of Surgeons when 
the Commission came into existence. 

During the five-year pericd 1953-1957, the total 
number of hospitals which took part in the accred- 
itation program was 4,521. Of this number 3,857 
(85.4%) are accredited and 664 (14.6%) are not 
accredited. It is encouraging to note that the hos- 
pitals not accredited are working diligently to 
achieve accreditation and many have requested re- 
survey. Experience has shown that progress toward 
accreditation is accelerated after a survey and im- 
provement in patient care has resulted. Even though 
a hospital does not achieve accreditation on the first 
visit, a survey is of considerable value. Table 2 
shows the number of surveys that have been done 
by the Commission. 

Of the total number of surveys done, 6,390 
(89.3%) resulted in accreditation and 765 (10.7%) 
in no accreditation. The proportion of those result- 
ing in no accreditation has dropped from 11% in 
1953 to 8.2% in 1957. The Commission finds this 


TaBLe 1.—Number of Hospitals Accredited 


1952 19538 1954 1955 1956 1957 
3,513 3,630 3,770 3,857 
U. S. and possessions..... 3,085 3,111 3,219 3,319 3,441 3,525 
269 275 25 302 318 $21 
8 9 9 9 11 11 


TaBLE 2.—Number of Surveys Conducted 


Total 1953 1954 1955 1956 1957 


7,155 1,306 1,385 1,378 1,421 1,665 
U. S. and possessions..... 6,494 1,213 1,233 1,234 1,299 1,515 
649 92 151 136 120 150 
12 1 1 8 2 


trend encouraging. It supports the theory that a 
large number of hospitals which have been sur- 
veyed and not accredited have the potential to be- 
come accredited. It is estimated that there are 7,000 
hospitals in the United States and Canada eligible 
for accreditation. Of this number 55.1% are accred- 
ited. This indicates that we all have a long pull 
ahead. 


A. M. A. SUPPORTS BILL FOR AIR SURGEON, 
RESEARCH LABORATORY IN CAA 


“Increasing air traffic and the jet age, accompanied 
by increased physical demand on pilots, require a 
substantial revision in the present method of han- 
dling many aspects of aviation medicine.” 

Thus does Dr. F. J. L. Blasingame, General Man- 
ager of the American Medical Association, sum 
up official A. M. A. support for pending legislation 
to strengthen the medical department of the Civil 
Aeronautics Administration. (His letter to U. S. 
Senator Warren G. Magnuson, whose Committee 
on Interstate and Foreign Commerce has been con- 
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sidering such a bill, appeared in the Organization 
Section of the April 26th issue of THE JouRNAL, 
pages 2189-2190. ) 

Also supporting the Senate bill is the Aero Med- 
ical Association, which late in March adopted a 
resolution identical to one voted last December by 
the A. M. A. House of Delegates. This resolu- 
tion, in calling for “a completely adequate and 
competent medical department in the CAA,” 
noted that “the safety of the flying American public 
(28 million passengers in 1957) is dependent upon 
the health, fitness to fly, and productive efficiency 
of pilots and air control personnel.” 


Urged by Committee 


In asking passage of the legislation (Senate Bill 
1045) the A. M. A. drew upon recommendations of 
its new Committee on Aviation Medicine, headed 
by Dr. Jan H. Tillisch of Rochester, Minn. That 
committee, meeting in Washington, D. C., on March 
27, pointed out that the Civil Aeronautics Board, 
which now has rule-making authority for medical 
standards, does not have a single qualified person 
in the medical field. The proposed bill would 
transfer this authority to the CAA, which now has 
some medical specialists who could function more 
effectively under a Civil Air Surgeon. 

Under present regulations a conflict of authority 
exists wherein the CAB has the right to review and 
overrule CAA disqualifications or denials of pilot 
certification. Not long ago, for example, the CAA 
refused to grant certification to three applicants 
because medical investigation showed they had 
histories of mental illness. Yet, early last month the 
CAB rejected this medical opinion, and later it 
was revealed that one of the applicants had since 
died—in effect, had won the right to fly after his 
death. 

Civil Aeronautics Administrator James T. Pyle 
has praised the A. M. A. Committee (of the Coun- 
cil on Industrial Health) for its help in attempting 
to solve CAA medical problems. The office proposed 
in his agency would set minimum standards of 
mental and physical fitness for civil airmen, make 
regulations for safety inspection of aircraft, investi- 
gate possible medical causes of aircraft accidents, 
and conduct medical research leading toward safer 
civilian air travel. 


Hazard to Safety 


In discussing the need for Senate Bill 1045, the 
A. M. A. Committee reported: “Airmen are permit- 
ted to fly today under circumstances which create 
a distinct hazard to the safety of the flying public. 
If we do not correct these conditions through 
major changes, we are defaulting to the American 
public. If the proposed bill is what it takes to 
establish a medical organization which could be 
effective, then we ought to support this legislation. 
We should not sit back on generalizations of med- 
ical practice but very specifically point out what we 
need.” 
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The A. M. A. Committee on Aviation Medicine 
heard testimony that persons suffering from cor- 
onary and other cardiac conditions, epilepsy, dia- 
betes, psychoneurosis, and psychosis have been 
granted permission to pilot aircraft after appealing 
to the CAB—and that medical certification has been 
denied to less than 1% of applicants, whereas 25% 
of a comparable group in the general population 
would not have met the same physical standards. 
The Committee is studying proposals which would 
demand even closer medical surveillance of air 
crews assigned to passenger-carrying jet and 
rocket-powered aircraft—to assure proper human 
functioning in such special environmental conditions 
as extreme high altitude, greater speed of flight, 
and fuel limitations which may require irreversible 
decisions for landings. 

There are approximately 827,000 civilian airmen 
in the U. S., of whom 13,341 are certified to carry 
passengers on a regular basis. 


CIVIL DEFENSE MEETINGS PRECEDING 
SAN FRANCISCO SESSION 


Two medical civil defense meetings will be held 
in San Francisco preceding the 107th Annual Meet- 
ing of the A. M. A. On June 19-20, the 12th Naval 
District will sponsor a symposium on “Medical 
Problems of Modern Warfare and Civil Defense” at 
the Naval Radiological Defense Laboratory, and on 
June 21 the A. M. A. Council on National Defense 
will sponsor its Annual National Medical Civil 
Defense Conference in the Sheraton-Palace Hotel. 
Dr. David B. Allman, A. M. A. President, and 
Frank W. Barton, Secretary, A. M. A. Council on 
National Defense, will speak at the naval sympo- 
sium on the plan and activities of organized medi- 
cine for medical preparedness in disasters or in the 
event of all-out war. 

Dr. Gunnar Gundersen, A. M. A. President-elect, 
will welcome participants to the A. M. A. civil 
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defense meeting on June 21. The current federal 
civil defense program, including the national plan 
for mobilization of resources will be outlined dur- 
ing the morning session by officials of federal gov- 
ernment agencies. Also at the morning session will 
be a discussion of the threat and impact of newer 
weapons and delivery systems, and a report on the 
legislative program now pending before Congress 
for a national survival plan by the Hon. Chet Holi- 
field, U. S. congressman, 19th district of California. 

During the afternoon, the surgeons-general of the 
Army, Navy, Air Force, and Public Health Service 
will discuss the civil defense role and responsibili- 
ties of civilian physicians; other subjects include 
the radioactive fall-out problem and the feasibility 
of a national shelter program. All physicians inter- 
ested in civil defense planning are urged to attend 
both meetings. 


MEETING ON LABELING OF CHEMICALS 


The A. M. A. Committee on Toxicology has 
drafted a model law requiring precautionary label- 
ing of hazardous substances in commercial, house- 
hold, and industrial chemicals. The bill is intended 
as a model for uniform laws to require the declara- 
tion of hazardous ingredients and warning state- 
ments on the label and in the accompanying liter- 
ature of chemical products. 

The first of two or more conferences with repre- 
sentatives of health departments, regulatory agen- 
cies, medical societies, and allied health organiza- 
tions to discuss this and other tentative legislation 
will be held May 9 at A. M. A. headquarters, Chi- 
cago. The Conference on Labeling Hazardous Sub- 
stances will focus attention on the nature of the 
problem as seen by the public, the medical profes- 
sion, regulatory officials, and trade associations, and 
will provide discussion on both local and federal 
labeling laws. 


COUNCIL ON MEDICAL SERVICE 


NEW STUDY IN MICHIGAN—HEALTH 
FACILITIES AND INSURANCE 


A comprehensive two-year study of Michigan’s 
hospital and medical economics, under the direc- 
tion of the University of Michigan, began in March, 
according to a recent announcement. 

The study was requested by the Governor’s Com- 
mission on Prepaid and Medical Care Programs 
and will be financed by a $325,760 grant from the 
Kellogg Foundation. 

The study will include the following: 


1. A survey of hospitals, allied institutions, and 
agents in terms of services offered, general pro- 
gram, effectiveness of organization, and cost ele- 
ments will be conducted to determine what health 
facilities and programs exist in Michigan which 
might logically fall within the realm of health in- 
surance and prepayment, either on a service or 
indemnity basis. 

2. Hospital and medical prepayment and insur- 
ance plans will be examined with specific reference 
to internal operation, costs, benefits, and contract 
limitations. 
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3. The relationships between contract benefits, 
availability of services, and use of benefits and 
services by patients will be studied. 

4. The effectiveness of various proposals to con- 
trol hospital and medical costs will be examined. 

5. Hospital efficiency in terms of use of available 
facilities, timing of services, accounting, automation 
and substitute skills, medical staff organization, and 
regional planning will be investigated. 

6. The problem of additional charges by physi- 
cians in respect to service contracts and the rela- 
tionship, if any, between physician expenses to the 
patient and the extent of insurance coverage will 
be explored through interviews with patients and 
physicians. 

7. A sample of the population with emphasis on 
the aged, retired, and disabled will be surveyed to 
determine its health experience, charges incurred, 
amount of insurance coverage, and current dis- 
ability. 

8. A study of Michigan Hospital Service and 
Michigan Medical Service (Blue Cross-Blue Shield) 
will be made specifically because of their size and 
breadth of program. This study will cover such fac- 
tors as administration, accounting, benefits, enroll- 
ment and underwriting policies, rating principles, 
hospital relations, research and planning, reserves, 
service concept, and use of services. In Michigan 
Medical Service only, fee schedules and the charac- 
teristics of participating and nonparticipating phy- 
sicians will also be analyzed. 

The following associations have pledged their 
cooperation to the university in the study: the 
Michigan State Medical Society, Michigan Hospital 
Association, Michigan Association of Osteopathic 
Physicians and Surgeons, Michigan Osteopathic 
Hospital Association, Michigan Chiropodists Asso- 
ciation, Michigan Hospital Service, and Michigan 
Medical Service (Blue Cross-Blue Shield ). 

Director of the Study will be Walter J. McNer- 
ney, head of the Bureau of Hospital Administration 
in the university school of business administration. 

Dean Russell A. Stevenson of the School of Busi- 
ness Administration will be chairman of the Univer- 
sity’s Policy Committee for the project. Members 
will include Marvin L. Niehaus, vice-president and 
dean of faculties; Albert C. Furstenberg, M.D., 
dean of the Medical School; Henry F. Vaughan, 
dean of the School of Public Health; Albert C. 
Kerlikowske, M.D., director of the University Hos- 
pital; Rensis Likert, director of the Institute for 
Social Research, and McNerney. 

The total report is expected to be available two 
years after the start of the study in March. Interim 
reports will possibly be made at the end of 9, 12 and 
15 month periods. The university will report its 
findings and “constructive interpretations” to the 
public. 
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MEDICARE INDEMNITY PLAN CONFERENCE 


Ways and means to secure an indemnity type 
Medicare plan for those states preferring it were 
explored by representatives of 11 state medical 
associations at a Medicare Indemnity Plan Confer- 
ence in Atlanta, Ga., Jan. 10-11. 

The meeting was called by the Medical Associa- 
tion of Georgia, which had previously conducted a 
survey of state associations to ascertain, among 
other things, the changes each would like in its 
program for providing medical service to eligible 
dependents of active duty armed forces personnel. 

In a “conference recommendation” adopted at the 
meeting, it was stated that the representatives pres- 
ent “take exception to the imposition of a service- 
type program because of their conviciions that un- 
der P. L. 569 an indemnity-type plan is permissible. 
Further, they express their sincere belief that an 
imposed service-type program interferes in prin- 
ciple and in practice with the doctor-patient rela- 
tionship and contributes to deterioration of good 
medical practice. 

“They consider it imperative for these and other 
state associations jointly to petition the appropriate 
congressional committees and the Secretary of De- 
fense to permit negotiation of an indemnity pro- 
gram at the time of renewal of Medicare contracts. 

“They therefore agree to request their associa- 
tions to petition the appropriate congressional com- 
mittees and the Secretary of Defense in this regard, 
in a concerted action, at the earliest moment per- 
mitted by approval of the associations concerned.” 

The state associations represented at the confer- 
ence were Alabama, Arizona, Florida, Georgia, 
Kentucky, Ohio, Pennsylvania, Rhode Island, Ten- 
nessee, Texas, and Virginia. Dr. Chris J. McLough- 
lin, secretary-treasurer of the Medical Association 
of Georgia, served as conference chairman. In addi- 
tion to the state representatives, Dr. Hugh H. Hus- 
sey, member of the A. M. A. Task Force on De- 
pendent Medical Care, and Mr. George W. Cooley, 
secretary of the A. M. A. Council on Medical Serv- 
ice, attended the meeting. 

The conference recommendation was to be sub- 
mitted by the representatives of the 11 states to the 
appropriate bodies of their own associations. These 
representatives agreed that if unity of action could 
be obtained, the states approving the recommenda- 
tion could act jointly in presenting requests to the 
Secretary of Defense and appropriate Congressional 
committees for the purpose of effecting progress in 
having the Department of Defense consider indem- 
nity type Medicare plans for states desiring to 
negotiate that type of contract. 

The conference further recommended that in- 
formation on the conference action be circulated 
among other state medical associations so that they, 
too, might give consideration to it. 
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MEDICAL NEWS 


CALIFORNIA 


Clifford Sweet Annual Seminar.—The seventh an- 
nual Clifford D. Sweet Seminar, sponsored by Chil- 
dren’s Hospital of the East Bay, Oakland, will be 
held on May 16-17 at the Claremont Hotel in 
Berkeley. The guest speakers will be Dr. James G. 
Hughes, chairman, department of pediatrics, Uni- 
versity of Tennessee College of Medicine, Memphis, 
and Dr. Paul H. Holinger, professor of broncho- 
esophagology, University of Illinois and Children’s 
Memorial Hospital, Chicago. 


COLORADO 


Children’s Hospital Summer Clinics.—The 10th 
annual Summer Clinics of The Children’s Hospital 
in Denver will be held June 18-20. Designed for all 
physicians concerned with the care of infants and 
children, the clinics will present recent advances 
appropriate to practice, will emphasize early recog- 
nition of disease, common problems in the manage- 
ment of children’s diseases, and will outline 
successful programs of therapy. Guest faculty this 
vear will be Dr. Lee Forrest Hill, chief of staff, 
Raymond Blank Memorial Hospital, Des Moines; 
Dr. Meyer A. Perlstein, professor of pediatrics, 
Cook County Hospital, Chicago; and Dr. William 
B. Kiesewetter, associate professor of surgery, Uni- 
versity of Pittsburgh School of Medicine. Informa- 
tion can be secured by writing the Chairman, 
Summer Clinics Committee, Children’s Hospital, 
Denver 18. 


ILLINOIS 


Hospital News.—The eighth lecture in the eighth 
annual North Shore Hospital Lecture Series on 
“The Emotional Problems of Childhood” will be 
held May 7, 8:00 p. m. “Management of the Neuro- 
ses of Adolescence” will be discussed by Dr, Eu- 
gene I. Falstein, clinical professor of psychiatry, 
Chicago Medical School. The Commission on Edu- 
cation of the American Academy of General Prac- 
tice has approved these lectures for category II 
credit. Physicians and allied professional personnel 
are invited. 


Chicago 

Professor Coulter Dies.—Merle C. Coulter, Ph.D., 
professor of botany and associate dean of the di- 
vision of the biological sciences, University of 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Chicago, died March 17 in Billings Hospital. Dr. 
Coulter was appointed instructor in botany at Chi- 
cago in 1921, and he became professor in 1931. 
His research was in plant genetics. When the gen- 
eral education program of the college of the Uni- 
versity of Chicago was being developed he was 
chairman and principal organizer of the general 
courses in the biological sciences. He served as dean 
of the college in 1930 and 1931 and as adviser to 
premedical students from 1925 to 1948, when he 
was appointed associate dean of the division of the 
biological sciences in charge of nonclinical depart- 
ments. In 1945 he taught at the Army’s University 
Study Center, at Shrievenham, England. He also 
served on the Committee of Ten, of the Association 
of American Medical Colleges, which conducted a 
three-year survey of preprofessional training of 
medical students in the United States. 


Hospital Planning Council Formed.—Formation of 
the Hospital Planning Council for Metropolitan 
Chicago has been announced by Mr. Edward L. 
Ryerson, president of the council. Problems as to 
what new facilities will best meet the hespital re- 
quirements of communities, where new facilities 
should be located, what type improvements should 
be made, how duplication of expensive resources 
can be minimized, and how old hospitals can be 
adapted for future use will be studied and recom- 
mendations made to all area hospitals and medical 
agencies. Objectives of the new council are (1) to 
plan the development of hospitals and other fa- 
cilities for the care of the sick in accordance with 
measured needs; (2) to coordinate the services of 
the hospitals, the public health and welfare agen- 
cies and to bring about a closer interrelation of 
hospitals with other facilities for the care of the 
sick; (3) to study, develop, and make recommenda- 
tions concerning standards and methods to improve 
the services and financial economy of hospitals and 
related facilities; (4) to provide a means whereby 
the interests of the hospitals and the medical pro- 
fessions may be more closely correlated; (5) to 
advise the public and the cooperative fund-raising 
agencies, concerning the financial needs of hospitals 
and related facilities; and (6) to interpret to the 
citizens of the community the services available 
for the care of the sick. 


INDIANA 

Annual Pathology Seminar.—The Indiana Associa- 
tion of Pathologists, together with the U. S. Veterans 
Administration Hospital, the Indiana Cancer Society, 
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and Indiana University School of Medicine, is spon- 
soring its 10th annual seminar May 25 at the VA 
Hospital in Indianapolis. The subject will be “Dis- 
eases of the Uterus (Including Cytologic Aspects ),” 
presented by Dr. James W. Reagan, professor of 
pathology, Western Reserve University, Cleveland. 
A number of slide sets and protocols will be avail- 
able for pathologists who are not members of the 
state association but who wish to atend. These sets 
will be issued to those who apply, in the order of 
their applications, as long as they last. A fee of $5 
will be charged, and this should be sent together 
with the request for the set to Dr. Lester H. Hoyt, 
Secretary, I. A. P., Methodist Hospital, Indianapolis 
7. It will not be necessary to bring microscopes or 
slides to the meeting. Members of the medical 
profession are cordially invited. 


KANSAS 

State Medical Mceting in Kansas City.—The 99th 
annual session of the Kansas Medical Society will 
be held May 4-7 at the Kansas National Guard 
Armory, Kansas City. Dr. William F. Roth Jr., 
president, Wyandotte County Medical Society, 
will present an address May 5. Guest speakers in- 
clude Drs. John J. Bonica, Tacoma, Wash.; Francis 
W. Carruthers, Little Rock, Ark.; George Crile Jr., 
Cleveland; Benjamin Felson, Cincinnati; Arthur 
Grollman, Dallas, Texas; Abe Matheson and Walter 
J. Reich, Chicago; William H. Re Mine Jr., Roches- 
ter, Minn.; Alfred R. Sugg, Ada, Okla.; and Bruce 
K. Wiseman, Columbus, Ohio. Two panel discus- 
sions, “Advances in Management of Disorders of 
the Stomach and Duodenum” and “Medicolegal 
Problems,” will be moderated by Drs. Arthur P. 
Klotz, Kansas City, and Thomas P. Butcher, Em- 
poria, respectively. Luncheon question-and-answer 
sessions, hospital tours, exhibits, and specialty 
meetings the afternoon of May 5 are planned. 
Speaker at the annual banquet of the Kansas Chap- 
ter, American Academy of General Practice (May 
5) will be columnist Drew Pearson, Washington, 
D. C. For information write Mr. Oliver E. Ebel, 
315 W. Fourth St., Topeka, Kan. 


MARYLAND 

General Practice Meeting in Baltimore.—The 1958 
spring scientific assembly of the Maryland Academy 
of General Practice will be held at the University 
of Maryland School of Medicine, Baltimore, May 
8. The program includes the following members of 
the university faculty: 


Convulsive Disorders: Detection and Management, Dr. 
Charles Van Buskirk, head, division of neurology. 
Pharmacologic Horizons—An Avalanche of New Drugs, John 
C. Krantz Jr., Ph.D., head, department of pharmacology. 
Industrial Medicine, Dr. Charles R. Edwards, professor of 
surgery. 
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Office Gynecology, Dr. Ernest I. Cornbrooks Jr., associate 
professor of obstetrics and gynecology. 

Plastic Surgery Principles in Office Surgery, Dr. Clarence P. 
Scarborough Jr., assistant professor of surgery (plastic). 


A special luncheon ($2.50) program is arranged. 
For information write the Maryland Academy of 
General Practice, 3722 Greenmount Ave., Balti- 
more 18. 


MICHIGAN 


Eye Screening of Children.—Michigan’s first mass 
eye screening program for preschool children was 
recently conducted by the Macomb County Health 
Department at the Seminole School in Mt. Clemens, 
the Michigan Department of Health has announced. 
The Mt. Clemens pilot project was an extension of 
vision screening programs conducted routinely in 
Mt. Clemens schools and in the schools of most 
other state communities. Children in the Mt. Cle- 
mens program were 3 and 4 years old. The screen- 
ing was done by a technician of the Macomb 
County Health Department. Parents of preschoolers 
unable to pass the screening are being advised. Ot 
383 eligible children, 321 took part in the program. 
The second preschool vision screening program in 
Michigan was conducted in Grand Traverse County 
April 21-25 and, reportedly, similar programs will 
he held in other areas of the state. 


NEW HAMPSHIRE 

Informal Conferences on Research.--The Gordon 
Research Conferences for 1958 will be held from 
June 9 to Aug. 29 at Colby Junior College, New 
London, New Hampton School, New Hampton, and 
Kimball Union Academy, Meriden. The conferences 
were established “to stimulate research in univer- 
sities, research foundations and industrial labora- 
tories.” This purpose, achieved by an informal type 
of meeting consisting of scheduled and free dis- 
cussion groups, is primarily to bring experts up to 
date as to the latest developments, analyze the 
significance of these developments, and to provoke 
suggestions as to underlying theories and methods 
of approach for making new progress. The three 
conferences will have as their themes “Cancer,” 
“Toxicology and Safety Evaluations,” and “Vita- 
mins and Metabolism.” Persons interested in at- 
tending are requested to send applications to W. 
George Parks, Ph.D., Director, Department of 
Chemistry, University of Rhode Island, Kingston, 
R. I. Each applicant must state the institution or 
company with which he is connected and the type 
of work in which he is most interested. Attendance 
at each conference is limited to 100. Information 
presented is not to be used without specific authori- 
zation of the individual making the contribution, 
whether in formal presentation or in discussion. No 
publications are prepared as emanating from the 
conferences. 
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NEW YORK 


Annual State Medical Meeting.—The 152nd annual 
meeting of the Medical Society of the State of New 
York will be held May 12-16 at the Hotel Statler, 
New York City. The general sessions will be pre- 
sented as a group of symposiums and panel discus- 
sions under the following headings and moderators: 
Advances in Special Fields of Surgery: Part I, Dr. John 
M. Chamberlain, New York City; Part Il, Dr. E. Jefferson 
Browder, Brooklyn; Part III, Dr. Frank Glenn, New York 
City. 

Functional Disorders of the Esophagus, Dr. Abraham H. 
Aaron, Buffalo. 

Advances in Antimicrobial Therapy: Part I, Dr. Perrin H. 
Long, Brooklyn; Part I], Dr. Carl Muschenheim, New York 
City. 

Medical and Surgical Complications of Pregnancy, Dr. 
Morris Glass, Brooklyn. 

Secreting Tumors: Clinical Recognition and Management, 
Dr. Martin Perlmutter, Brooklyn. 

Coma and Unconsciousness, Dr. Linn J. Boyd, New York City. 

Rehabilitative Measures in Clinical Practice, Dr. Donald A. 
Covalt, New York City. 

Present Concepts of Carcinogenesis, Dr. Cornelius P. Rhoads, 
New York City. 


The A. Walter Suiter Lecture, “Medical Aspects of 
Functional Disorders of the Esophagus,” will be 
presented by Dr. Charles A. Flood, New York City. 
Sessions on legal medicine and the history of med- 
icine, with a symposium on “A History of Tubercu- 
losis,” are scheduled. Scientific and_ industrial 
exhibits and motion pictures will be shown. A 
dinner dance will be held May 14, 7 p. m. For in- 
formation write the Medical Society of the State 
of New York, 386 Fourth Ave., New York 16. 


Institute on Workmen’s Compensation.—A two-day 
institute on the purposes and administration of 
workmen’s compensation will be conducted at the 
Hotel Syracuse in Syracuse May 7-8 to provide a 
discussion of the philosophy and intent of Work- 
men’s compensation by specialists in the field for 
the benefit of those who work with the Workmen’s 
Compensation Law in the nine counties served by 
the Syracuse District Office. Other institutes will 
be held in May and June at district offices at Roch- 
ester, Buffalo, and Binghamton, and in October at 
New York City. The nine counties in the area of the 
Syracuse District Office include: Cayuga, Onon- 
daga, Madison, Herkimer, Oneida, Oswego, Lewis, 
Jefferson, and St. Lawrence. 


New York City 


English Doctors Serve as Visiting Professors.— 
Three doctors from England were appointed visit- 
ing professors at the State University of New York 
Downstate Medical Center in Brooklyn this spring. 
Dr. Leslie John Witts, Nuffield professor of medi- 
cine at Oxford University, was visiting professor of 
medicine during March. In the department of en- 
vironmental medicine and community health, Dr. 
Thomas McKeown, professor of social medicine at 
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the University of Birmingham England will be visit- 
ing professor for one month beginning April 23. 
Dr. McKeown is senior editor of the British Journal 
of Preventive and Social Medicine. Dr. Arnold A. 
Miles, director, Lister Institute of Preventive Medi- 
cine and professor of experimental pathology at 
the University of London, will be visiting professor 
of microbiology and immunology from April 15 to 
July 15. Dr. Miles is co-editor of Principles of Bac- 
teriology and Immunology. Prior to his present posi- 
tion he was deputy director of the National 
Institute for Medical Research in London. 


Dr. Marti-[banez Honored.—Three awards from 
history of medicine societies have been bestowed 
on Dr. Felix Marti-[banez, director, department of 
the history of medicine, New York Medical College, 
Flower and Fifth Avenue Hospitals, and editor-in- 
chief of the medical newsmagazine, MD. At the 
annual congress of the Turkish Society for the 
History of Medicine in Istanbul, Dr. Marti-Ibanez 
was made an honorary member in recognition of 
his “service and dedication to the History of Medi- 
cine throughout the world, sympathy and under- 
standing of the Turkish History of Medicine, and 
for the originality of his contributions to Medicine 
and culture.” Dr. Marti-I[banez was also appointed 
honorary member of the Society of the History of 
Medicine in Brazil, of which he was corresponding 
member. He will be awarded a diploma at the next 
meeting of the society, to be held in Rio de Janeiro. 
The Cuban Society of the History of Medicine also 
nominated Dr. Marti-[banez as a member of honor 
at their last meeting. 


Symposium on Basal Ganglia Surgery.—The New 
York University—Bellevue Medical Center and St. 
Barnabas Hospital will present a three-day sym- 
posium on “Basal Ganglia Surgery For Involuntary 
Movement Disorders,” sponsored by the American 
Rehabilitation Foundation and the Sister Elizabeth 
Kenny Foundation, May 15-17 in the Alumni Hall 
Auditorium. Panel speakers include Dr. T. Reichert, 
professor, Neurochirurgische Klinik der Universitat, 
Freiberg, Germany. The Symposium chairman is 
Dr. Irving S$. Cooper, professor of research surgery, 
department of surgery, NYU Post-Graduate Med- 
ical School. Panel topics and moderators include: 
Neuroanatomical and Physiological Consideration Related to 
Basal Ganglia Surgery in Humans, Ray S. Snider, Ph.D., 
Chicago. 
Technical Aspects of Surgery of the Basal Ganglia in Humans, 
Dr. A. Earl Walker, Baltimore. 
Results and Effects of Basal Ganglia Surgery in Humans, Dr. 
Percival Bailey, Chicago. 
Neurologic and Physiologic Implications of Current Investi- 
gations Concerned with Basal Ganglia Operations in 
Humans, Dr. Irving S. Cooper. 


For information write Miss Dorothy P. Frome, 
Office of Public Relations, 550 First Ave., New 
York 16. 
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NORTH CAROLINA 


State Medical Meeting in Asheville—The 104th 
annual session of the Medical Society of the State 
of North Carolina will be held May 4-7 in Asheville, 
with headquarters at the Battery Park and George 
Vanderbilt hotels. The presidential address will be 
given May 6 by Dr. Edward W. Schoenheit, of 
Asheville. The following out-of-state speakers are 
listed: Drs. Francis B. Berry, Assistant Secretary of 
Defense, Washington, D. C.; David A. Cooper, 
Philadelphia; Marcus M. Ravitch, Baltimore; Wil- 
fred Bloomberg and Howard F. Root, Boston; 
Charles M. Nice Jr., Minneapolis; James Watt, 
Bethesda, Md.; and Joseph F. Artusio Jr., New York 
City. A panel discussion, “Alternative Viewpoints 
on Controversial Surgical Problems,” will be mod- 
erated by Dr. William W. Kitchin, Clinton, May 5. 
Symposiums, audiovisual sessions, and scientific and 
technical exhibits are planned. The presidential din- 
ner will be held May 6. A skeet shoot and ladies’ 
program are arranged. For information write Mr. 
James T. Barnes, Executive Secretary, Medical] So- 
ciety of the State of North Carolina, 203 Capitol 
Club Bldg., Raleigh, N. C. 


PENNSYLVANIA 


Public Health Week May 11-17.—This year’s ob- 
servance of Pennsylvania Public Health Week 
May 11-17 will again emphasize the need of “More 
Hands for Health,” calling attention to the many 
careers that are open in the health field to high 
school and junior college sudents. Co-sponsors of 
the week’s activities are the following agencies: 
Pennsylvania State Departments of Health and 
Public Instruction; Pennsylvania League for Nurs- 
ing; Pennsylvania Health Council; The Medical So- 
ciety of the State of Pennsylvania; Pennsylvania 
Nurses Association; Pennsylvania Hospital Associa- 
tion; Pennsylvania Public Health Association; Penn- 
sylvania Tuberculosis and Health Society; and 
Pennsylvania Association of Sanitations. Programs 
planned for the week will include school health 
assemblies devoted to health careers, field trips 
conducted by public health workers, panel discus- 
sions, visits to hospitals and local health depart- 
ments, distribution of literature, and feature articles 
in newspapers. 
% 


Philadelphia 

Program for Study of Uterine Cancer.—A broader 
program for the study and treatment of uterine 
cancer has been made available at the Temple 
University Medical Center, financed by a $20,000 
grant from the National Advisory Council of the 
U. S. Public Health Services. Dr. Clayton T. 
Beecham, clinical professor of obstetrics and gyne- 
cology, to whom the grant was awarded, announced 
that patients to be included in the study will be 
seen first at the regular Gynecology Clinic in the 
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hospital’s outpatient department. The program will 
include all diagnostic and therapeutic cancer prob- 
lems at the center. 


University News.—A grant of $150,000 to the Wom- 
an’s Medical College of Pennsylvania from the Ava- 
lon Foundation has been received, Mr. John B. 
Prizer, chairman of the college’s Board of Corpora- 
tors, has announced. This gift is for the construction 
of the new Research Wing, which will be built at 
a cost of more than two million dollars, contracts 
for which are to be let by July 1.——The election of 
Dr. Wynne Sharples, president, National Cystic 
Fibrosis Research Foundation, and Dr. Richard A. 
Kern, emeritus professor of medicine, to the Temple 
University Board of Trustees was announced in 
February. Both physicians will serve on the Com- 
mittee on Hospital Affairs. 


SOUTH DAKOTA 


State Medical Meeting in Huron.—The 77th an- 
nual meeting of the South Dakota State Medical 
Association will be held May 17-20 at the Marvin— 
Hughitt Hotel, Huron. Guest speakers include Drs. 
Ormond S. Culp, John S. Welch, and Paul R. Lips- 
comb, Rochester, Minn.; C. Paul Winchell and 
Richard G. Lester, Minneapolis; Charles L. Schnei- 
der, Dearborn, Mich.; Franz Altmann and Milton 
Friedman, New York City; Ralph V. Platou, New 
Orleans; Russell B. Roth, Erie, Pa.; Thomas J. E. 
O'Neill, Philadelphia; John A. Rowe, Ph.D., Kansas 
City, Mo.; and Benjamin M. Gasul, Chicago. The 
fourth general session will be a joint meeting with 
the South Dakota Heart Association. Two films 
are scheduled: “Curare” and “Patent Ductus Ar- 
teriosus.. The annual banquet will be held May 
19, 7 p. m., with Dr. Roth as speaker. Luncheon 
meetings, panel discussions, and_ exhibits are 
planned. Arrangements for golf and a ladies’ pro- 
gram have been made. Registration fee is $5. For 
information write the South Dakota Sate Medical 
Association, 300 First National Bank Building, Sioux 
Falls, S$. D. 


VIRGINIA 


Appoint Department Chairman.—Dr. William S. 
Jordan Jr. has been appointed professor of preven- 
tive medicine and chairman of the department of 
preventive medicine and professor of internal med- 
icine at the University of Virginia School of 
Medicine, Charlottesville, Dr. Thomas H. Hunter, 
dean of the School of Medicine, has announced. 
His appointment is effective May 1. Dr. Jordan, 
who has done research in epidemiology, immun- 
ology, and virology, was a member of the depart- 
ment of preventive medicine at at Western Reserve 
University School of Medicine, participated in an 
intensive 10-year investigation of illnesses in a 
group of Cleveland families. He spent three years 
in the Navy, after which he became assistant resi- 
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dent on the medical service at Boston City Hospital 
and the following year went to Western Reserve 
School of Medicine as a teaching fellow in interna! 
medicine and preventive medicine. 


GENERAL 


Prizes for Observations in General Practice.—The 
1958 Benger Prizes for Original Observations in 
General Practice, presented by Benger Laboratories 
Limited, of Toronto, Canada and Cheshire, Eng- 
land, and adjudicated by the British College of 
General Practitioners, have been announced. Their 
aim is “to bring into the light the unpublished dis- 
coveries or ideas of individual general practitioners 
so that they may be considered and explored by 
all.” Entry is open to any family doctor in any part 
of the world. Nearly 100 entries for the 1957 prizes 
were received, coming from 12 different countries. 
The winner of the first prize $700 is Dr. Evan H. 
Evans of Rockingham Station, Nova Scotia, whose 
subject was “The Susceptible State to Viral Infec- 
tions.” Entries for the 1958 awards must be received 
by the Chairman of the Awards Committee, The 
College of General Practitioners, 54 Sloane St., 
London, S. W. 1, England, by July 31. 


Annual Meeting on Neoplastic Diseases.—The 
American Association for the Study of Neoplastic 
Diseases will hold its annual meeting May 22-24 
with headquarters the Greystone Hotel, Gatlinburg, 
Tenn. The program will cover newer techniques 
in cancer diagnosis, including autoradiography and 
cytodiagnosis. Presentations of microscopic speci- 
mens and radiologic studies relative to the cases 
under discussion will be made May 22 and 23. 
May 24 will be spent at Oak Ridge, where the 
staff of the Oak Ridge Institute of Nuclear Studies 
will present unpublished material on neoplasia. 
There will also be a tour of the facilities of Oak 
Ridge. Presentations and discussions are informal 
and microscopes are used. Those having cases of 
interest to present should write to Dr. Victor Le- 
vine, Chairman of the Program Committee, 30 N. 
Michigan Ave., Chicago. For reservations write the 
Executive Secretary, American Association for the 
Study of Neoplastic Diseases, P. O. Box 268, Gat- 
linburg, Tenn. 


Annual Meeting of Psychoanalysts.—The American 
Psychoanalytic Association will hold its annual 
meeting May 9-11 at the Hotel Fairmont, San 
Francisco. Over 30 papers are scheduled with dis- 
cussions to follow, including “Creative Ego Con- 
flict” by Dr. Anton Ehrenzweig, London, England. 
Four panel discussions will be presented with the 
following moderators: 

Psychological Consequences of Physical Illnesses in Child- 

hood, Edith Buxbaum, Ph.D., Seattle. 
Isolation, Dr. Victor H. Rosen, New York City. 
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The Theory of the Conversion Process, Dr. Felix Deutsch, 
Cambridge, Mass. 

Phobias and Their Vicissitudes, Anna Maenchen, Ph.D., 
Berkeley, Calif. 


Fees for the meeting will be $5 for members and 
$10 for professional guests. A supper dance ($8.50) 
is planned for May 9. For information write Mr. 
John N. McVeigh, Executive Secretary, The Amer- 
ican Psychoanalytic Association, 36 W. 44th St., 
New York 36. 


Meeting of English-Speaking Orthopedic Associa- 
tions.—A joint meeting of the Orthopaedic Asso- 
ciations of the English-Speaking World will be held 
May 11-16 at the Shoreham Hotel, Washington, 
D. C. British, Canadian, Australian, New Zealand, 
South African, and American associations will be 
represented. The program includes the following 
symposium topics and chairman: 


Orthopaedic Problems in Children, Dr. Norman Capener, 
president, British Orthopaedic Association. 

Arthritis, Dr. Arthur J. Helfet, president, South African 
Orthopaedic Association. 

Fractures, Dr. George W. Armstrong, president, Canadian 
Orthopaedic Association. 

Surgical Implants in Modern Surgery, Dr. Capener and 
Dr. Joseph S. Barr, Boston. 

Bone Tumors, Dr. John B. Colquhoun, president, Australian 
Orthopaedic Association, and Dr. Henry W. Fitzgerald, 
president, New Zealand Orthopaedic Association. 


A program of ladies’ activities is arranged. The 
American and Canadian associations will hold re- 
ceptions May 12 and 13, respectively. For informa- 
tion write Dr. Harold A. Sofield, Secretary, 715 
Lake St., Oak Park, Hl. 


Pediatricians Meet in Atlantic City.—The 68th an- 
nual meeting of the American Pediatric Society will 
be held May 8-9 at the Traymore Hotel, Atlantic 
City, N. J. Dr. Alexander A. Weech, Cincinnati, will 
present the president's address to open the scientific 
sessions. Of the 24 papers presented at the four 
sessions (81 papers will be read by title) the fol- 
lowing will include foreign participants: 


A Study of the Spectrum and Genetics of Nephrogenic Dia- 
betes Insipidus, Drs. Seymour R. Kaplan and Ayse M. 
Yuceoglu, New York City, and J. Strauss, Buenos Aries, 
Argentina. 

Erythrocyte Phosphate Metabolism in Infancy, Dr. Alvin 
Zipursky, Winnipeg, Manitoba, Canada. 

Aldosteronism and Hypertension: The Influence of Complete 
Adrenalectomy Upon Essential Hypertension in a Child, 
Dr. Robert J. Slater, Dr. Douglas W. Geiger, Dr. Helen J. 
Leeson, and A. G. Gornall, Ph.D., Trononto, Ontario, 
Canada. 

Adaptations of the Newborn Infant’s Cardiovascular and 
Pulmonary Systems to Extrauterine Life, Drs. Forrest H. 
Adams, Los Angeles, and Jonas P. Karlberg and John 
Lind, Stockholm, Sweden. 


For information write Dr. Aims C. McGuinness, 
Secretary, American Pediatric Society, 2800 Quebec 
St., N. W., Washington 8, D. C. 
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Prevalence of Poliomyelitis——According to the Na- 
tional Office of Vital Satistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 

April 5, 1958 
“~ — April 6, 

Paralytie Total 1057 

Type Cases Total 


‘ 


East North Central States 


West North Central States 


District of Columbia 
East South Central States 
Kentucky 
1 1 ? 
West South Central States 


Mountain States 
New Mexico 
Arizona 

Pacifie States 
Orevron 


Tours by the Disabled.—Among the tourists flying 
across the Atlantic this spring will be 32 physically 
handicapped passengers, the first such group to 
tour Europe under a new program “Wings for the 
Disabled.” organized by the International Society 
for the Welfare of Cripples. The group, accom- 
panied by three couriers trained in attending to the 
ambulatory requirements of the physically handi- 
capped, will depart from New York Mav 5 to visit 
London, Paris, Copenhagen, Amsterdam, and Brus- 
sels. Members of the group will meet with repre- 
sentatives of local organizations to exchange their 
views on professional knowledge, techniques, and 
skills with physically handicapped men, women, 
and children in each of these cities. A highlight of 
the tour will be a visit to the world’s Fair at Brus- 
sels. According to Mr. Donald V. Wilson, society 
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secretary-general, “Wings for the Disabled” is to 
become a year-round program, “offering the physi- 
‘ally disabled an opportunity to enjoy the pleasure 
of air travel to tar-away places while helping to 
promote the interchange of ideas on the improve- 
ment and extension of services for the world’s dis- 
abled.” The International Society for the Welfare 
of Cripples seeks to stimulate rehabilitation pro- 
grams through a global network of voluntary organ- 
izations. World Headquarters for its 36-nation 
membership is at 701 First Ave., New York City. 


CANADA 


Meeting on Fertility in Montreal.—The Interna- 
tional Fertility Association will present the North 
American Conference on Infertility June 20-22 at 
the Windsor Hotel, Montreal, Quebec. Symposiums 
on “Diagnostic Procedure in Infertility” and “Stress, 
Strain, and Infertilitv” are scheduled. Three motion 
pictures will be shown: “Stress and the Adaptation 
Syndrome,” “Transvaginal Pelvioscopy,” and “Myo- 
mectomy and Myometrial Reconstruction.” Inter- 
national guests will include the following: Dr. I. G. 
Halbrecht, Petah Tiqua, Israel; Dr. Georges 
Drumel, Leopoldville, Belgian Congo; and Drs. 
Bernardo Labandibar and L. J. Benzecry, Buenos 
Aires, Argentina. Round-table discussions will in- 
clude speakers from Europe, South and Central 
America, Mexico, the Caribbean, Africa, Canada, 
and the U. S., with the following subjects and 
moderators: 


Fertility and Human Experimentation, Dr. Edmundo G. 
Murray, Buenos Aires, Argentina. 

Preliminary Formulation of an International Program for 
Clinical Research and Education in Fertility, Dr. John O. 
Haman, San Francisco. 

Progesterone Compounds in Infertility, Dr. Raphael Kurzrok, 
New York City. 

Dr. J. P. Greenhill, Chicago, will be the evening 

speaker at the banquet June 21. For information 

write the International Fertility Association, 130 

Maple St., Springfield 5, Mass. 


FOREIGN 


International Congress on Bronchial Researches.— 
The eighth congress of the International Association 
for Bronchial Researches will be held May 16-17 in 
the Physiological Institute, Munich, Germany. Con- 
gress languages will be French, Italian, English, 
and German, and the fees wil be DM 25. Prof. Dr. 
Konrad Arold, president of the international council 
of the association, will open the congress with an 
address. The three main themes, discussed by speak- 
ers from Holland, Spain, France, Italy, Great Brit- 
ain, Sweden, and Germany, will be “Pharmaco- 
Dynamic Studies of the Bronchi in Asthma,” 
“Congenital Bronchopneumonic Changes,” and “In- 
dications and Therapeutic Results of Primary Bron- 
chial Carcinoma (Except Adenoma).” Special 
events include sight-seeing tours, art gallery visits, 
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receptions, and an opera. The German Society of 
Ear, Nose and Throat Specialists, will hold its con- 
gress, organized with the Austrian Oto-Laryngologi- 
cal Society, May 19-22, in Salzburg, Germany. For 
information write Prof. Dr. K. Miindnich, Miinchen, 
Pettenkoferstrasse 8a, Deutschland. 


CORRECTIONS 


Hexafluorodiethyl Ether—An Inhalant Convulsant. 
—In the initial summary of the article in THE 
JourNAL, March 29, 1958, page 1555, the first sen- 
tence should read “Twenty-five patients” (not 
Seventy-five) “received 288 convulsive therapy 
treatments.” 


Patients Treated for Uterine Cancer.—Dr. Lewis C. 
Scheffey writes that in his article entitled “Observa- 
tions on Survival of Patients Treated for Uterine 
Cancer” in THE JourNAL, April 5, 1958, page 1694, 
the sentence beginning with “In 1955... .” in the 
second paragraph should read as follows: “In 1955 
Emge' brought our attention to the fact that 82, 
174, and 138 patients with untreated cancer of the 
corpus, cervix, and ovary, as reported to the Cali- 
fornia State Tumor Registry between 1942 and 
1946 and followed for 5 years as of 1951, presented 
five-year survival rates of 19.5, 13.8, and 0.0% re- 
spectively.” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BoarpD OF ANESTHESIOLOGY: Written. Various lo- 
cations, July 17, 1959. Final date for filing application is 
January 17, 1959. Sec., Dr. Curtiss B. Hickcox, 80 Seymour 
St., Hartford. 

AMERICAN Boarp oF DerMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN Boarp OF OpsTETRICS AND GYNECOLOGY: Appli- 
cations for certification, new and reopened, Part I, and 
requests for re-examination Part II, are now being ac- 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 
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AMERICAN Board OF OPHTHALMOLOGY: Written, qualifying 
test (Part I), January 1959. Final date for filing applica- 
tion is July 1, 1958. Oral Examinations 1958 (Part Il): 
San Francisco, June 17-21; Chicago, Oct. 17-22. Sec., Dr. 
Merrill J. King, Box 236, Cape Cottage Branch, Portland, 
Maine. 

AMERICAN BOARD OF OrTHOPAEDIC SuRGERY: Part II. Chi- 
cago, Jan. 21-23, 1959. Sec., Dr. Sam W. Banks, 116 South 
Michigan Avenue, Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN BoarD OF PATHOLOGY: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1042-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boarp OF Peptatrics: Oral, Atlantic City, May 
3-5; Cincinnati, June 13-15; Chicago, Oct. 24-26 and New 
York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BoarD OF PuHysiCAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application was Feb. 1. Sec., Dr. Ear] C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN Boarp OF PLastic SurRGERY: Oral and Written. 
Galveston, Texas, May 18-20. Corresponding Secretary, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Occupational 
Medicine, April 18-20. Final date for filing application was 
Jan. 30. Public Health on a Regional Basis, April. Final 
date for filing application is Jan. 30. Sec., Dr. Tom F. 
Whayne, 3438 Walnut St., Philadelphia 4. 


AMERICAN BoarD OF ProcroLocy: Oral and Written, Parts 
I and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PsyCHIATRY AND NEUROLOGY: New York 
City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be terminated 
on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 Second 
Ave. S. W., Rochester, Minn. 


AMERICAN OF RaproLocy: Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera- 
peutic Radiology, Chicago, May 17. Deadline for filing 
application was Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application was 
Jan. 1. Regular Examination in Radiology. Washington, 
D. C., Dec, 8-12. Final date for filing application is July 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hote] Bldg., Rochester, 
Minn. 


AMERICAN BOARD OF SurRGERY: Oral (Part II). Chicago, May 
12-13; Los Angeles, June 16-17; Portland, June 20-21. 
Written examinations (Part I) will be held at various 
centers in the United States, Canada, Hawaii, Puerto Rico, 
and certain military centers abroad on December 3. The 
date of the Fall examination in Part I has been changed 
from the last Wednesday of October as announced in its 
current Booklet of Information to December 3, 1958. 
Thereafter, examinations in Part | will be held once an- 
nually, on the first Wednesday of December. The closing 
date for filing applications will be August 1. Part II. Balti- 
more, March 10-11. Sec., Dr. John B. Flick, 225 So. 15th 
St., Philadelphia 2. 

Boarp OF THorACcIC SuRGERY: Oral. Boston, May 12-13. 
Final date for filing application was December 1. The fall 
written examination will be given in September 1958 and 
closing date for registration is July 1. Registration for the 
fall oral examination closes July 1. 
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DEATHS 


Alexander, Oliver Ostrom ® Terre Haute, Ind.; 
born in 1887; University of Michigan Department 
of Medicine and Surgery, Ann Arbor, 1909; member 
of the founders group of the American Board of 
Surgery; member of the Western Surgical Associa- 
tion; fellow of the American College of Surgeons; 
served as secretary, vice-president, and president 
of the Vigo County Medical Society; past-president 
of the Terre Haute Academy of Medicine; for many 
years councillor and for eight vears chairman for 
the Fifth District of the Indiana State Medical As- 
sociation; veteran of World War I; member of the 
staff of the Union Hospital; died Feb. 23, aged 70, 
of cerebral thrombosis and arteriosclerosis. 


Allen, Sylvester C. E. * Waterloo, Wis.; Marquette 
University School of Medicine, Milwaukee, 1914; 
associated with St. Marys Hospital, Watertown, 
St. Mary’s Hospital, Columbus, and St. Mary's and 
Methodist hospitals in Madison; died in Madison 
Feb. 26, aged 68. 


Anderson, John Carlisle, Chatham, Va.; University 
College of Medicine, Richmond, 1909; veteran of 
World War I; died in Sarasota, Fla., Feb. 14, aged 
75. 


Baer, Herman, Elsinore, Calif., Medical College of 
the State of South Carolina, Charleston, 1901; an 
associate member of the American Medical Associa- 
tion; died Feb. 15, aged 78, of coronary occlusion. 


Balg, Joseph, New York City; St. Louis University 
School of Medicine, 1930; resident, Royal Hospital; 
veteran of World War Il; died in Hialeah, Fla., 
Jan. 27, aged 58, of arteriosclerotic heart disease. 


Beek, William G. * Shorewood, Wis.: Dearborn 
Medical College, Chicago, 1904; for many years 
practiced in Chicago; died in the Columbia Hos- 
pital Feb. 26, aged 86, of complications of ileitis. 


Boice, James Montgomery, St. Petersburg, Fla.; 
Jefferson Medical College of Philadelphia, 1906; 
formerly associated with the regional office, Vet- 
erans Administration; died in Roanoke, Va., Dec. 1, 
aged 76, of arteriosclerosis and acute cardiac failure. 


Bonsack-Miller, Blanche * Eglon, W. Va.; Uni- 
versity of Cincinnati College of Medicine, 1921; 
past-president of the Preston County Medical So- 
ciety; associated with Broaddus Hospital in Philippi, 
and Garrett County Memorial Hospital in Oakland, 
Md.; died in Philippi Feb. 27, aged 65, of diabetes 
mellitus and nephrosis. 


@ Indicates Member of the American Medical Association. 


Bold, Francis H., Charleston, S. C.; Medical College 
of the State of South Carolina, Charleston, 1909; 
member of the South Carolina Medical Association; 
veteran of World War I; served as alderman; died 
Jan. 25, aged 76, of pulmonary emphysema and 
bronchiectasis. 


Burton, Robert Eldridge, Petersburg, Va.; Leonard 
‘tedical School, Raleigh, N. C.; 1903; died Jan. 28, 
aged 79, of heart disease. 


Curry, William Hugh * Eupora, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1911; in 1940-41 
vice-president of the Mississippi State Medical As- 
sociation; served as county health officer; died Feb. 
19, aged 77, of coronary thrombosis. 


Dashiell, Leland Elder * Colonel, U. S. Army, re- 
tired, Alexandria, Va.; University of Louisville 
(Ky.) Medical Department, 1916; service member 
of the American Medical Association; veteran of 
World War I; entered the medical corps of the 
U.S. Army in 1920; retired Oct. 31, 1945; died in 
the Walter Reed Army Hospital, Washington, D. C., 
Jan. 12, aged 66, of arteriosclerotic heart disease. 


Ebenstein, Simon Harold, New York City; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1915; member of the 
Medical Society of the State of New York; died in 
the Montefiore Hospital Feb. 12, aged 64, of car- 
cinoma of the lung. 


Ellis, Wilbur Sibley * Pomeroy, Ohio; Miami Med- 
ical College, Cincinnati, 1896; formerly county 
health officer; died in Columbus Feb. 17, aged 83, 
of arteriosclerosis and cerebral vascular accident. 


Fawcett, Ivan * Wheeling, W. Va.; born in Salem, 
Ohio, Jan. 31, 1889; University of Pennsylvania 
School of Medicine, Philadelphia, 1910; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; fellow of the American 
College of Surgeons; served as president of the Ohio 
County Medical Society; for many years a member 
of the House of Delegates of the American Medical 
Association; formerly president and long-time mem- 
ber of Ogelbay Institute; for many years a trustee 
of Linsly Military Institute and since 1942 presi- 
dent of its board; on the staff of the Ohio Valley 
General Hospital, where he died Feb. 4, aged 69. 


Friedman, Alexander, New York City; University of 
Dorpat Faculty of Medicine, Russia, 1886; an as- 
sociate member of the American Medical Associa- 
tion; died Jan. 24, aged 94, of arteriosclerosis. 
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Hanscom, Ridgely Fernald, Berryville, Va.; Med- 
ical School of Maine, Portland, 1913; veteran of 
World War I; died in Winchester (Va.) Hospital 
Jan. 23, aged 70, of heart disease. 


Harding, Henry Oswi, New York City; New York 
Homeopathic Medical College and Flower Hospital, 
New York City, 1913; died in the Sydenham Hos- 
pital Jan. 28, aged 72, of carcinoma of the bladder. 


Harrington, Harold Francis ® Attleboro, Mass.; 
Tufts College Medical School, Boston, 1933; for 
many years associated with Sturdy Memorial Hos- 
pital; died Feb. 17, aged 49. 


Holcomb, Clarence Chester, Margaretville, N. Y.; 
College of Medical Evangelists, Loma Linda and 
Los Angeles, 1930; county coroner; on the staff of 
the Margaretville (N. Y.) Hospital, where he died 
Feb. 12, aged 57, of cerebral hemorrhage. 


Holland, Claude L., Fairmont, W. Va.; Maryland 
Medical College, Baltimore, 1901; an associate 
member of the American Medical Association; spe- 
cialist certified by the American Board of Pediatrics; 
fellow of the American College of Physicians; as- 
sociated with Fairmont General and Fairmont 
Emergency hospitals; died Jan. 29, aged 79, of 
cardiovascular renal disease. 


Hurtig, Henry G. ® Hanover, Kan.; John A. 
Creighton Medical College, Omaha, 1912; died Feb. 
20, aged 73. 


Hutton, Arthur Dixon ® Marion, Va.; Medical Col- 
lege of Virginia, Richmond, 1927; member of the 
staff of the Southwestern State Hospital; died in 
Abingdon Feb. 11, aged 60. 


Johnson, Harry Edgar, St. Joseph, Mich.; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1910; died in Tampa (Fla.) General Hos- 
pital Feb. 22, aged 78, of subarachnoid hemorrhage. 


Jones, Alvah Wilber ® Red Wing, Minn.; George- 
town University School of Medicine, Washington, 
D. C., 1891; for many years city health officer and 
member of the board of education; died Jan. 3, 
aged 84. 


Lanchner, Samuel Herbert, New York City; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1913; died Feb. 4, aged 
68, of acute coronary occlusion. 


Lowry, John Albert Berchard ® Crewe, Va.; Uni- 
versity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1915; mem- 
ber of the American Academy of General Practice; 
veteran of World War I; served on the board of 
trustees of Randolph-Macon College in Ashland; 
a vice-president of the Bank of Crewe; a charter 
member and past-president of the Crewe Kiwanis 
Club; died Feb. 4, aged 67, of acute coronary oc- 
clusion. 
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McDonald, Samuel Egbert * Bells, Tenn.; Univer- 
sity of Nashville (Tenn.) Medical Department, 1905; 
died in the West Tennessee Tuberculosis Hospital 
in Memphis Jan. 11, aged 81, of pneumonia. 


Magruder, Levin Freeland ® Portsmouth, Va.; Med- 
ical Department of Tulane University of Louisiana, 
New Orleans, 1905; specialist certified by the Amer- 
ican Board of Radiology; member of the American 
Roentgen Ray Society, Radiological Society of 
North America, and the American College ot Radi- 
ology; veteran of World War I; formerly on the 
staff of the Norfolk (Va.) General Hospital, King’s 
Daughters’ Hospital, and Maryview Hospital; died 
Jan. 31, aged 78. 


Makarewicz, Stanislaus Joseph, Buffalo, N. Y.; 
Georgetown University School of Medicine, Wash- 
ington, D. C.; 1941; veteran of World War II and 
the Korean War; died in New York City Jan. 18, 
aged 43, of coronary occlusion and myocardial 
fibrosis. 


Marrow, D. Hunter * Boydton, Va.; Louisville (Ky.) 
Medical College, 1888; Jefferson Medical College, 
Philadelphia, 1889; died in the Community Hos- 
pital, South Hill, Feb. 23, aged 91, of cancer. 


Marx, Fredrick William ® Holyoke, Mass.; Har- 
vard Medical School, Boston, 1921; certified by the 
National Board of Medical Examiners; fellow of 
the American College of Surgeons; member of the 
staffs of the Holyoke and Providence hospitals; 
died Feb. 14, aged 64, of pulmonary hemorrhage. 


Nilsson, Donald Edwin ® Rockville Centre, N. Y.; 
New York University College of Medicine, New 
York City, 1944; served during World War II and 
the Korean War; on the staff of the Mercy Hos- 
pital, where he died Feb. 9, aged 38, of acute myo- 
cardial infarction. 


Oberg, Carl Magnus ® Minneapolis; Minneapolis 
College of Physicians and Surgeons, medical de- 
partment of Hamline University, 1899; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; on the staff of the 
Deaconess Hospital; died in the Asbury Hospital 
Feb. 6, aged 81, of pulmonary embolism, cerebral 
hemorrhage, and hypertensive cardiovascular dis- 
ease. 


Oden, Thomas Ellsworth, Blackshear, Ga.; Univer- 
sity of Nashville (Tenn.) Medical Department, 1900; 
an associate member of the American Medical As- 
sociation; veteran of World War I; on the staff of 
the Pierce County Hospital; died in the Memorial 
Hospital, Waycross, Feb. 10, aged 81. 


Oldenburg, Ray William * Klamath Falls, Ore.; 
University of Colorado School of Medicine, Den- 
ver, 1925; veteran of World War I; associated with 
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Klamath Valley and Hillside hospitals; died Feb. 9, 
aged 60, of acute carbon monoxide intoxication, 
resulting from a fire in the rear of his home. 


Osborne, Harry S. * Umatilla, Fla.; Kentucky 
School of Medicine, Louisville, 1900; member of 
the Indiana State Medical Association; died in the 
Waterman Memorial Hospital, Eustis, Feb. 1, aged 
80, of multiple myeloma. 


Owens, Charles Clinton, Smithville, Texas; Meharry 
Medical Collece, Nashville, Tenn., 1910; died Feb. 
10, aged 69, of a heart attack. 


Patterson, Robert Rhoode, Rochester, N. Y.; Corne!l 
University Medical College, New York City, 1905; 
an associate member of the American Medical As- 
sociation; died Feb. 26, aged 79. 


Pittis, Harold, Lakehurst, N. ].; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1901, 
served as mayor and postmaster of Lakehurst; died 
in the Paul Kimball Hospital in Lakewood Feb. 12, 
aged 81, of acute myocardial infarction and arterio- 
sclerosis. 


Points, Blair, Oklahoma City, Okla.; University of 
Oklahoma School of Medicine, Oklahoma City, 
1911; service member of the American Medical As- 
sociation; formerly associated with the U. S. Public 
Health Service; at one time practiced in Inde- 
pendence, Kan., where he was health officer of 
Montgomery County; served as adjudication of- 
ficer and medical specialist with Veterans Admin- 
istration; died Feb. 10, aged 73, of carcinoma of 
the rectum. 


Rath, Russell Robert, Granton, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 
1906; served as president and secretary of the Clark 
County Medical Association; veteran of World 
War I; formerly county coroner; died in Fond du 
Lac Dec. 12, aged 73, of coronary disease. 


Raudenbush, James Stricker, Chatham, Pa.; Medico- 
Chirurgical College of Philadelphia, 1897; an asso- 
ciate member of the American Medical Association; 
died Jan. 22, aged 89, of cancer. 


Ray, J. Edwin, Santa Barbara, Calit.; Kansas City 
(Mo.) Medical College, 1905; veteran of World 
War I; died Feb. 8, aged 77, of heart disease. 


Reynolds, Stephen Woodson * Drumright, Okla.; 
University of Oklahoma School of Medicine, Okla- 
homa City, 1914; veteran of World War I; died 
Feb. 3, aged 66, of coronary thrombosis. 


Riaboff, Peter John ® New York City; Kazan Med- 
ical Institute, Kazan, Russia, 1916; member of the 
American Urological Association; associated with 
Memorial, St. Clare’s, and New York hospitals; died 
Feb. 28, aged 64, of heart failure. . 


J.A.M.A., May 3, 1958 


Riddell, William Crosby, Seattle; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1886; fellow of the American College 
of Surgeons; veteran of World War I; formerly 
practiced in Helena, Mont., and served as secretary 
of the Montana State Board of Medical Examiners; 
died Jan. 14, aged 93, of heart disease. 


Rife, Jay Wilson, Kenova, W. Va.; University of 
Louisville (Ky.) Medical Department, 1908; an as- 
sociate member of the American Medical Associa- 
tion; surgeon for the Norfolk and Western Railway 
and the Chesapeake and Ohio Railway; president 
of the First National Bank; associated with Cabell 
General Hospital, St. Mary's Hospital, the 
Memorial Hospital in Huntington, where he died 
Feb. 13, aged 74, of mesenteric thrombosis follow- 
ing a surgical operation. 


Reberts, Delparde Washington * Milwaukee; Uni- 
versity of Arkansas School of Medicine, Little Rock, 
1911; formerly clinical professor of psychiatry at 
Marquette University School of Medicine; a foun- 
der and first secretary-treasurer of the Milwaukee 
Neuropsychiatric Society, of which he was an hon- 
orary life member; for many years associated with 
the Sacred Heart Sanitarium; died Feb. 16, aged 73. 


Rosenzweig, Samuel, New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1906; an associate member of the American 
Medical Association; associated with the Lebanon 
Hospital, where he died Feb. 6, aged 73, of arterio- 
sclerotic heart disease. 


Salvati, Leo Harry * Westfield, N. J.; University of 
Maryland School of Medicine and College of Phy- 
sicians and Surgeons, Baltimore, 1924; fellow of 
the International College of Surgeons and_ the 
American College of Surgeons; served as treasurer 
of the Society of Surgeons of New Jersey; veteran 
of World War I; on the staff of the Muhlenberg 
Hospital in Plainfield, where he died Feb. 13, aged 
61, of coronary thrombosis. 


Sanders, E. Gerry * Stantonville, Tenn.; Vander- 
bilt University School of Medicine, Nashville, 
Tenn., 1894; died Dec. 26, aged 79, of coronary 
thrombosis. 


Savage, Millard Bridgman * Norfolk, Va.; Univer- 
sity of Virginia Department of Medicine, Char- 
lottesville, 1921; specialist certified by the American 
Board of Obstetrics and Gynecology; member of 
the Southeastern Surgical Congress; fellow of the 
American College of Surgeons; past-president of 
the Norfolk County Medical Society; served as 
president of the Virginia Obstetrical and Gyne- 
cological Society; veteran of World War I; asso- 
ciated with Norfolk General, DePaul, and Leigh 
Memorial hospitals; died Feb. 10, aged 61. 
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Schneider, Julius Frederick * Atlanta, Ga.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1921; member of the American Academy of 
General Practice; on the staff of the Crawford W. 
Long Memorial Hospital; died Feb. 9, aged 66, in a 
private plane accident. 


Schwartz, Philip Herman * Towanda, Pa.; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1912; served as president of the Bradford 
County Medical Society; member of the board of 
health of Towanda; died Jan. 28, aged 70, of car- 
diac decompensation. 


Sekerak, Arthur Joseph Francis * Bridgeport. 
Conn.; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 
1922; past-president of the Bridgeport Medical So- 
ciety; associated with St. Vincent's Hospital, where 
he served as secretary treasurer, vice-president, and 
president of the staff, and where he died Feb. 19, 
aged 59, of heart disease. 


Shankwiler, Reed Albert, Detroit; University of 
Maryland School of Medicine, Baltimore, 1909; 
veteran of World War I; died in the Receiving 
Hospital Feb. 14, aged 72, of acute myocardial in- 
farction, and diabetes mellitus. 


Slayne, Joseph Francis, Elmhurst, N. Y.; George- 
town University School of Medicine, Washington, 
D. C., 1933; member of the Medical Society of the 
State of New York; died in St. Catherine’s Hospital 
in Brooklyn Feb. 24, aged 52, of myocardial in- 
farction. 


Sloan, Lilliard Rudolphus * Carthage, Tenn.; Uni- 
versity of Tennessee College of Medicine, Mem- 
phis, 1937; died Jan. 28, aged 47, of coronary heart 
attack. 

Smith, David Parker, Meriden, Conn.; Yale Univer- 
sity School of Medicine, New Haven, 1912; fellow 
of the American College of Surgeons; served over- 
seas during World War I; associated with the Me- 
riden Hospital and the Memorial Hospital, where 
he was chief of staff and president; died Feb. 1, 
aged 68, of coronary occlusion. 


Sonnenfeldt, Walther Herbert * Sykesville, Md.; 
Hamburgische Universitat Medizinische Fakultat, 
Hamburg, Germany, 1921; member of the Amer- 
ican Psychiatric Association; served on the staff of 
the Springfield State Hospital; died in the Univer- 
sity Hospital, Baltimore, Feb. ll, aged 65, of 
metastatic neoplastic disease. 

Stahlman, Thomas Mervin *® Pittsburgh; Western 
Pennsylvania Medical College, Pittsburgh, 1905; 
died Feb. 25, aged 83. 


Starnes, William Love, Colonel, U. S. Army, re- 
tired, San Antonio, Texas; University of Texas 
School of Medicine, Galveston, 1914; veteran of 
World Wars I and II; entered the regular Army in 
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1917 and retired Oct. 31, 1946; for many years 
superintendent of the San Antonio State Hospital; 
died in Pensacola, Fla., Feb. 15, aged 70, of myo- 


cardial infarction. 


Stevenson, Thomas William * New York City; born 
in Salt Lake City, Utah, March 27, 1904; Harvard 
Medical School, Boston, 1929; professor of clinical 
surgery at Columbia University College of Phy- 
sicians and Surgeons; certified by the National 
Board of Medical Examiners; specialist certified by 
the American Board of Plastic Surgery; member of 
the American Association of Plastic Surgery, Amer- 
ican Society for Surgery of the Hand, of which he 
was past-president, and the American Society of 
Plastic and Reconstructive Surgery; fellow of the 
American College of Surgeons; associated with the 
Presbyterian Hospital and the Vanderbilt Clinic; 
consultant in plastic surgery, Northern West- 
chester Hospital in Mount Kisco and the New 
York Orthopedic Hospital and Dispensary; died 
Feb. 22, aged 53, of a brain tumor. 


Stewart, Acheson, Winter Park, Fla.; Jefferson 
Medical College of Philadelphia, 1901; fellow ot 
the American College of Surgeons; member of the 
American Urological Association; died Jan. 2, aged 
80, of carcinomatosis, squamous-cell carcinoma of 
the hand, and x-ray burns of the hand. 


Stitt, Howard Leigh * Cincinnati; Medical Depart- 
ment of the University of Cincinnati, 1910; spe- 
cialist certified by the American Board of Oto- 
laryngology; member of the American Academy 
of Ophthalmology and Otolaryngology, American 
Society of Ophthalmologic and Otolaryngologic 
Allergy, and the American Broncho-Esophagolog- 
ical Association; served on the staffs of the Deacon- 
ess, Children’s, Good Samaritan, and St. Francis 
hospitals, and St. Mary Hospital; died in the Drake 
Memorial Hospital Feb. 15, aged 73, of empyema. 


Street, Glenn Q. Jr. * Wichita, Kan.; Tulane Uni- 
versity School of Medicine, New Orleans, 1938; 
member of the American Psychiatric Association; 
past-president of the Wichita Psychiatric Associa- 
tion; veteran of World War II; died Feb. 16, aged 
45. 


Templeton, Edward Wood * Seattle, Wash.; Jet- 
ferson Medical College of Philadelphia, 1915; for 
many years practiced in Snoqualmie, Wash.; died 
Feb. 11, aged 67, of coronary thrombosis. 


Thomson, James Lachlison, Darien, Ga.; Emory 
University School of Medicine, Atlanta, 1939; vet- 
eran of World War II; on the staff of the Glynn 
County Hospital; died Feb. 15, aged 43, of coronary 
occlusion. 


Turk, George Rufus, Snyder, N. Y.; University of 
Buffalo School of Medicine, 1897; an associate 
member of the American Medical Association; for 
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many years practiced in Buffalo, where he was as- 
sociated with the Emergency Hospital; died in the 
Buffalo General Hospital Feb. 6, aged 89, of cer- 
ebrovascular accident and aspiration pneumonia. 


Turner, Robert D. ® Muncie, Ind.; Indiana Univer- 
sity School of Medicine, Indianapolis, 1936; died 
Feb. 28, aged 54, of hypertensive cardiovascular 
disease. 


Velon, Bruce Philip ® Taunton, Mass.; Middlesex 
University School of Medicine, Waltham, 1937; 
veteran of World War II; died Feb. 10, aged 45. 


Walker, Micajah Theodore, Washington, D. C.; 
Howard University College of Medicine, Washing- 
ton, D. C., 1921; veteran of World War I; on the 
staff of the Freedmen’s Hospital; died Feb. 26, 
aged 69, of a heart attack. 


Wallace, John Asher * San Bernardino, Calif.; Uni- 
versity of Colorado School of Medicine, Denver, 
1930; on the staff of St. Bernardine’s Hospital; died 
Feb. 4, aged 53, of heart disease. 


Watts, Herbert Charles, San Francisco; University 
of California School of Medicine, San Francisco, 
1900; tellow of the American College of Physicians; 
veteran of the Spanish-American War and World 
War I; served as manager of the Veterans Admin- 
istration Hospital in Fort Harrison, Mont.; died 
Feb. 10, aged 83, of fibrosarcoma, originating in 
right inguinal region. 


Weber, Ewald, Chicago; Chicago College of Medi- 
cine and Surgery, 1910; died March 15, aged 93. 


Webster, James Randolph ® Chicago; born in Chi- 
cago Oct. 16, 1906; Rush Medical College, Chicago, 
1932; professor of dermatology at Northwestern 
University Medical School; specialist certified by 
the American Board of Dermatology and Syphil- 
ology; representative to the Scientific Exhibit from 
the Section on Dermatology of the American Med- 
ical Association from 1951 to 1953; president of 
the American Academy of Dermatology and Syphil- 
ology, of which he was secretary-treasurer; past- 
president of the Chicago Dermatological Society; 
veteran of World War II; in 1957 was an American 
delegate to the International Congress of Derma- 
tology in Stockholm; associated with Cook County 
Hospital and the Wesley Memorial Hospital, where 
he died Feb. 28, aged 51, of pulmonary emphy- 


sema. 


Weissman, Adolph * New York City; Medizinische 
Fakultaét der Universitat, Vienna, Austria, 1927; 
member of the American Rheumatism Association 
and the American Academy of General Practice; 
senior clinical assistant physician at Mount Sinai 
Hospital; died Feb. 17, aged 57, of coronary oc- 
clusion. 


J.A.M.A., May 3, 1958 


Werner, George Charles, Kenosha, Wis.; Marquette 
University School of Medicine, Milwaukee, 1951; 
veteran of the Korean War; resident at the Indiana 
University Medical Center in Indianapolis, where 
he died in his sleep Feb. 2, aged 31. 


Wilhelm, Seymour Frederick ® New York City; 
born in New York City April 2, 1900; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1921; associate clinical professor of 
urology at New York University College of Medi- 
cine and New York Post-Graduate Medical School; 
specialist certified by the American Board of Urol- 
ogy; member of the American Urological Associa- 
tion and the Endocrine Society; fellow of the Amer- 
ican College of Surgeons; chief of the urological 
service and past-president of the medical board of 
Beth Israel Hospital; died Feb. 15, aged 57, of 
coronary artery disease. 


Wilhelmus, William M. ® Evansville, Ind.; Louis- 
ville and Hospital Medical College, Louisville, Ky., 
1908; on the staffs of St. Mary’s Hospital and the 
Deaconess Hospital, where he died Feb. 13, aged 
76, of pneumonia. 


Winters, Matthew * Bloomington, Ind.; born in 
Wadesville, Ind., May 15, 1890; Rush Medical Col- 
lege, Chicago, 1922; served as professor and chair- 
man of the department of pediatrics at the Indiana 
University School of Medicine; physician at the 
Indiana University Student Health Center; spe- 
cialist certified by the American Board of Pedi- 
atrics; fellow of the American Academy of Pedi- 
atrics; veteran of World War I; past-president of 
the Indiana University Alumni Association; in Feb- 
ruary, 1957, received the faculty man award from 
the Indiana University chapter of Nu Sigma Nu; 
for many years associated with the Methodist Hos- 
pital, St. Vincent’s Hospital, and James Whitcomb 
Riley Hospital, all in Indianapolis, died Feb. 14, 
aged 67, of cerebral hemorrhage. 


Wright, Robert Herring Jr. ® Phoebus, Va.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1929; past-president, secretary, and treas- 
urer of the Virginia Academy of Medicine; asso- 
ciated with Dixon Hospital, Hampton, and the 
Mary Immaculate Hospital in Newport News, 
where he died Jan. 13, aged 52, of dissecting aneu- 
rysm of the ascending aorta. 


Zaretzki, Louis Elihu, Great Neck, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1928; specialist certified by the 
American Board of Radiology; served during World 
War II and was awarded two Bronze Stars; asso- 
ciated with Mount Sinai Hospital in New York City; 
died in the Long Island Jewish Hospital, New Hyde 
Park, Feb. 24, aged 54, of coronary thrombosis. 
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FOREIGN LETTERS 


AUSTRIA 


Effect of Aural Muscles on Audiometry.—At the 
meeting of the Austrian Oto-Laryngological Society 
in Vienna in January, Drs. H. Pichler and H. Born- 
schein of the University in Vienna said they had 
worked out a way to demonstrate the effect of the 
intra-aural muscles on the audiometric picture. 
Their method consists of eliciting a nonacoustic re- 
flex contractions of these muscles so that difficulties 
or masking effects, as they may occur with simul- 
taneous acoustic stimulation and subjective audi- 
tory threshold determinations, can be avoided. The 
reflex is elicited by unilateral electrical stimulation 
of the skin of the outer auditory canal by means of 
a specially constructed tube-like double electrode. 
Their studies were carried out in 10 volunteers with 
normal hearing who were between the ages of 19 
and 37 years. They were tested at each of 12 fre- 
quencies. In the homolateral ear a highly signifi- 
cant loss of sensitiveness in the lower frequency 
range to 1,000 cycles per second inclusive in the 
order of from 10 to 15 decibels was determined, 
while only a suggestive weakly confirmed thresh- 
old increase was found in the contralateral ear. 
This test can be carried out with simple means, 
even in patients with severe hearing loss and is of 
clinical interest in detecting certain disturbances of 
sound-conduction. 


Recurrent Nephrolithiasis.—At the meeting of the 
Society of Physicians in Vienna on March 7, Dr. E. 
Kiesewetter reported on a patient with recurrent 
nephrolithiasis who was treated exclusively with 
hyaluronic acid for four years because the risk of 
further operations was too great. The application 
of hyaluronic acid was based on successful experi- 
ments performed on animals and on the speaker 
himself. In the patient pyuria was controlled, the 
serum level of nonprotein nitrogen returned to nor- 
mal, and he was able to resume fulltime work. Al- 
though the stone formation did not improve, the 
therapeutic results exceeded those observed with 
any other form of treatment. 


Poisoning from Soporifics.—At the same meeting, 
Dr. G. Hofmann reported on the use of neuroplegic 
drugs against the neurogenic fever that occurs in 
the course of poisoning from soporifics and results 
in the death of most patients. The commonly used 
antipyretics were ineffective in the treatment of 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


such patients. Five patients with serious poisoning 
from soporific drugs were given 0.33 mg. of chlor- 
promazine and promethazine. All recovered. 


Treatment of Inflammations with Microwaves.—At 
the same meeting, Dr. V. Gruenberger reported on 
a series of 100 women with pelvic inflammatory 
disease who were treated with the microwave ap- 
paratus, Radartherm. The irradiations were applied 
alternately through the abdominal wall and through 
the vagina. Fifty-four of the patients with acute, 
subacute, and chronic inflammation were cured, 41 
were improved, and only 5 were not benefited. 


Bronchial Foreign Bodies.—At the meeting of physi- 
cians in Vienna on Jan. 24, Dr. A. Riccabona 
pointed out that a roentgenogram cannot definitely 
exclude the presence in a bronchus of a foreign 
body, even if it is a bone. In all doubtful cases 
endoscopy is advisable. Dr. H. Jenny stated he had 
done about 2,500 bronchoscopies mostly with the 
patient under general anesthesia. Foreign bodies, 
not visible in the roentgenogram, included lemon 
seeds, sausage skin, bones, pine needles, and 
pharmaceutical tablets. With most patients the 
removal of the foreign body was sufficient, but 
about 15 required pulmonary resection, Dr. K. H. 
Prausmueller said that aspirated foreign bodies 
have remained in the bronchus for vears without 
causing symptoms. The roentgenogram of a patient 
who was suspected of having bronchial carcinoma 
showed atelectasis of a segment of the inferior 
lobe. The bronchoscopy revealed obstruction of 
the collapsed segment of the inferior lobe by gran- 
ulation tissue. After the removal of the granulation 
tissue air could pass again through the bronchial 
branch. The next day the patient expectorated an 
inspired bone 2 cm. long. He recalled later that he 
had “swallowed” it four years earlier. 


Niacin and Cholesterol Metabolism.—At the same 
meeting Drs. O. Kraupp and E. Schnetz stated 
that at the Mayo Clinic Altschul and co-workers 
had observed that niacin leads to a lowering of 
the serum cholesterol level in patients with hyper- 
cholesteremia. A reexamination of these findings 
in dogs and rabbits, with or without previous load- 
ing with cholesterol, revealed that after intrave- 
nous administration of up to 100 mg. of niacin per 
kilogram of body weight only that portion of cho- 
lesterol in the serum which was determined by 
means of alcohol-acetone precipitation showed a 
decrease, while that determined according to the 
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method of Zlatkis showed no change. Intravenous 
administration of heparin five hours after that of 
niacin led to a temporary increase of the serum 
cholesterol value ascertained with the aid of alco- 
hol-acetone precipitation. 

It is assumed that as a result of the action of the 
niacin a change of the serum cholesterol from the 
lipoid-soluble to the water-soluble protein bound 
form takes place whereby the cholesterol is sepa- 
rated again from the protein component through 
the postheparin-clearing ferment by lipoproteoly- 
sis. Since preceding treatment with trypan blue 
temporarily completely checked the effect of niacin 
on the cholesterol metabolism in rabbits, it seems 
that the cells of the reticuloendothelial system 
should be considered as a point of attack of the 
action of niacin on the cholesterol metabolism. 
Prolonged administration of niacin in daily doses 
of 100 mg. per kilogram of body weight in rabbits 
with alimentary hypercholesteremia experimentally 
produced affected the serum cholesterol level only 
during the first two weeks. No effect could be dem- 
onstrated later despite the continued administra- 
tion of niacin. All the rabbits showed symptoms of 
severe hypercholesteremia with continued admin- 
istration of cholesterol in the food. It is suggested 
that the cause of the clinically observed decrease 
of the effect of niacin on prolonged administration 
may be the result of a saturation of the reticulo- 
endothelial system with cholesterol. 


Neurological Sequelae of Influenza.—At the meet- 
ing of the Society of Physicians in Vienna on Feb. 
14, Drs. F. Gerstenbrand and K. Weingarten re- 
ported on the transmission, symptoms, and prog- 
nosis of the neurological complications after Asian 
influenza. More than 30 patients were observed 
with a variety of psychiatric and neurological se- 
quelae. The guiding symptom in one group con- 
sisted of mental cc ‘usion, somnolence, fever, and 
abnormal spinal fluid findings. Five of these patients 
died. Those of the second main group had a benign 
course without any spinal fluid changes, but with 
marked neurological symptoms, especially those of 
foci in the brain stem. Although there was no viro- 
logical proof and the results of postmortem exami- 
nations were not complete, it seemed probable that 
there was a causative relationship between influ- 
enza and encephalitis because of the unequivocal 
relationship with time. The patients showed mild 
confusion such as is observed in those with alco- 
holism or lethargic encephalitis, but not like the 
initial delirium associated with epilepsy. Otological 
complications were also observed, even with objec- 
tive changes in cochlear and vestibular nerves. 


Treatment by Artificial Climate.—At the same meet- 
ing, Dr. W. Ledwina reported on the use of clear 
steam. About 100% humidity and a temperature of 
26 to 38 C (78.8 to 100.4 F) is required to obtain 
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a warm humid environment. This clear steam en- 
vironment conveys about as much humidity to the 
respiratory tract as is given off by it. Under such 
conditions moistening of the dry mucosa, loosening 
of the tenacious glairv mucus of the asthmatic, and 
relief of bronchial spasms occurring in bronchitis is 
possible. The speaker also subjected patients with 
uncomplicated pertussis to air pressures correspond- 
ing to those met at 12,000 ft. above sea level three 
times every two days. Immediately after the third 
treatment many patients became free from attacks. 
It is also possible to maintain most asthmatic chil- 
dren free from attacks by a rotating course of such 
treatment. 


Second Physicians’ Strike.—The plenary session of 
the hospital staff physicians of the Chamber of 
Physicians in Vienna on March 12 decided that they 
should go on a warning strike for one day in order 
to support the demands made on the city of Vienna 
and the owners of private hospitals last November. 
They were supported by a sympathy strike of the 
physicians at the university clinics. In addition to 
demands concerning legal regulations, the staft 
physicians who receive a monthly salary of $60 to 
$80 sought (1) an increase in the additonal allow- 
ances for night duty from $1.17 to $2.34 per night 
for the first to the eighth night on duty in the 
course of one month; for an additional night (from 
the ninth on), a payment of $3.80; and for services 
given on a Sunday or holiday, a like payment; (2) 
an allowance for additional services and for serv- 
ices given under particularly difficult circumstances 
of 15% of the basic salary; and (3) an additional 
allowance for those in such special departments as 
pathology, tuberculosis, pediatrics, x-ray and radi- 
um-irradiation, isotope institutes, laboratories, and 
mental institutions, amounting to $9.50 a month. 
The hospital physicians in these departments should 
also be entitled to one extra vacation day for each 
month they are assigned to these departments. The 
residents wanted to accelerate by their action the 
current negotiations and to call once more the at- 
tention of the public to their modest demands. 
During the warning strike on Saturday, March 15, 
the usual Sunday or holiday emergency services 
were performed so that the welfare of the patients 
was not jeopardized. The strike did not affect the 
institutions of social insurance funds which had 
already granted the demands of the physicians. 
Normal service was resumed on March 17. 

This is the second time since World War II that 
Viennese doctors have gone on strike in protest 
against the injustice of socialized medicine. Al- 
though socialized medicine has a utopian appeal, it 
is impractical because of its inevitable bureaucratic 
structure. In Austria the administration of the pro- 
gram requires two bureaucrats for each physician 
and the paper work involved is tremendous. The 
bureaucrats also want to place the doctors in an 
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economic position inferior to their own. As a result 
administrative costs for socialized medicine have 
increased far beyond all reasonable proportions and 
the physicians are forced to sacrifice themselves for 
the benefit of the rapidly expanding bureaucratic 
superstructure. 


BRAZIL 


New Apparatus for Diathermic Coagulation.—At a 
meeting of the Associagao Paulista de Medicina 
Dr. A. Bianco presented a new apparatus that per- 
mits reversible and irreversible dermohypodermic 
diathermic coagulation without injury to the super- 
ficial layers of the skin. The apparatus consists of 
an electrode and a temperature regulator connected 
in parallel which, during the coagulatory applica- 
tion, receives the current from a_ generator of 
medium frequency waves. The active part of the 
electrode is an ordinary injection needle that is 
completely introduced into the dermohypodermic 
layers of the skin. During the introduction of the 
needle an infiltration of 3.5 ml. of a procaine solu- 
tion is made. The indifferent part of the electrode 
is a metallic disk 23 mm. in diameter that is ap- 
plied to the skin so that a distance of 15 mm. is left 
between the edge of the disk and the point of 
penetration of the needle, and, at the same time, 
the vertical plane passing through the needle 
divides the disk in two equal parts. Control of the 
temperature is obtained by means of two parallel 
metallic rods about 5 mm. in diameter, the free 
extremities of which are applied perpendicularly 
to the skin at some distance from the point of in- 
troduction of the needle. The diathermic current 
is sufficient to cause, in a couple of minutes, an 
intense heat in the tissues that are ‘between the 
rods of the controller. A skin ten rerature of 40 C 
near the temperature regulator corresponds to a 
temperature of 90 C in the tissues in immediate 
contact with the point of the needle and 40 C near 
its butt. 

Dr. Bianco also presented two patients whose 
dermatitis had been cured by a single application 
of the coagulator. One had had a lupus vulgaris of 
10 years’ duration and the other an ulcer of the leg 
with bony necrosis. He also presented a patient with 
a dermohypodermic reaction of moderate severity 
resulting from a treatment one week earlier. This 
was characterized by an area of hard infiltration 
measuring 20 by 10 mm. The epidermis covering 
the inflammation was normal, and only by palpa- 
tion could the infiltration be perceived. 


Malignant Transformation of Gastric Polyp.—Dr. 
D. Rosenberg (Revista paulista de medicina, vol. 
52, 1958) stated that the word “polyp” may be 
used to designate a neoplasm, hypertrophy, or 
adenomatous formation such as a nasal polyp. Non- 


FOREIGN LETTERS 93 


malignant polyps of the gastrointestinal tract are 
called adenomatous polyps. Malignant transforma- 
tion of gastric polyps as determined by autopsies, 
varies from 0.13 to 0.71%. After adding two case 
reports the author concluded that (1) despite its 
relative rarity, the adenomatous polyp of the 
stomach should be considered a possible cause of 
hematemeses in patients with negative x-ray find- 
ings; (2) gastroscopy is indispensable in such cases; 
(3) due to the possibility of malignant transforma- 
tion, a gastrectomy should be performed on patients 
with multiple lesions or with an isolated lesion 
larger than 1 cm. in diameter whatever its locali- 
zation; and (4) simple polypectomy should be re- 
served for the solitary adenomatous polyp smaller 
than 1 cm. in diameter. 


Filariasis.—The Public Health Service published the 
findings of a survey made by Dr. O. R. Costa on 
filariasis in the Amazon valley (the states of 
Amazonas and Para, in the equatorial zone of 
Brazil). The disease is caused mainly by Wuchere- 
ria bancrofti and Mansonella ozzardi. Acantho- 
cheilonema_ perstans, which Belding and Faust 
claim to have found in this region, has never been 
found by Costa. Although many authors believe 
that M. ozzardi is not pathogenic, Costa is con- 
vinced that it is since 90 of the 253 persons harbor- 
ing this parasite were pale and edematous and had 
varices, numbness, joint pains, and adenitis. In 26 
localities in Amazonas, where 6,555 persons were 
examined, only two patients with autochtonous 
infection by W. bancrofti were found. In contra- 
distinction to this, filariasis was much more com- 
mon in Belem, Para. Microfilarial forms of W. 
bancrofti showed the highest concentration in the 
bloodstream between 9 p. m. and 3 a. m., but those 
of M. ozzardi did not show any diurnal periodicity. 
The most conclusive method for discovering filaria- 
sis was to search for microfilarias in the peripheral 
bloodstream. This survey confirmed the impression 
that the most important focus of filariasis in the 
Amazon valley is the city of Belem with a popula- 
tion of 150,000. Diethylcarbamazine had no effect 
on the symptoms of the disease but did reduce 
filaremia. Prevention is effected by control of the 
larval and the adult stages of Culex fatigans. 


CANADA 


Unification of Armed Forces Medical Services.— 
Until the beginning of World War II, the armed 
forces of Canada had only one medical service, the 
Royal Canadian Army Medical Corps. The Royal 
Canadian Navy and Air Force then established 
their own services, but it has long been apparent 
that medical manpower in the services could be 
more economically used if some unification of the 
three services were achieved. Such integration has 
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been under study since 1952. A measure of unifi- 
cation has been obtained, with the establishment 
of a Joint Services Medical Board responsible 
among other things for solving problems in the op- 
eration of the new triservice hospitals, known as 
Department of National Defense Hospitals, to be 
located in Halifax, Ottawa, and Kingston and affili- 
ated to the local medical schools. The new board 
is also responsible for the medical general training 
center and for establishing a long-term program for 
selection, training, and employment of clinical spe- 
cialists, nursing assistants, and technical medical 
personnel in all three services. The new national 
defense hospitals will be administered locally by 
the appropriate commander of armed forces and 
will be responsible for medical care of all three 
armed forces in the region. Medical staff will be 
provided by the three services. 


INDIA 


Mecamylamine for Hypertension.—Datey and Joshi 
(Journal of the Indian Medical Association, vol. 30, 
Jan. 16, 1958) studied the action of mecamylamine 
hydrochloride in eight patients with hypertension. 
The prognosis of malignant and severe nonmalig- 
nant hypertension has improved since the introduc- 
tion of antihypertensive drugs, particularly the 
ganglion blocking agents. Some of the disadvantages 
of the older ganglion blocking agents such as hexa- 
methonium and pentamethonium are believed to 
have been overcome by the introduction of meca- 
mylamine, which is also a ganglion blocking agent. 
The patients studied were hospitalized during treat- 
ment. All had moderate to severe hypertension. The 
blood pressures ranged from 182/110 to 240/160 
mm. Hg. All of the patients had received some anti- 
hypertensive drug before coming to the hospital, 
without any benefit. The drug was given in doses 
of 2.5 mg. twice a day and the dose was increased 
gradually till an optimal response was obtained. In 
some the dose had to be reduced, as there was an 
excessive hypotensive response even with the ini- 
tial dose. The patients were kept on a low-salt diet. 

The blood pressure came down in all patients. On 
an average there was a reduction of 46 mm. Hg in 
the systolic and of 20 mm. Hg in the diastolic pres- 
sure with the patient in the recumbent position and 
a reduction of 75 and 26 mm. Hg, respectively, with 
the patient standing. Postural hypotension was pres- 
ent in all patients. The action of the drug became 
evident within one-half to two hours of administra- 
tion and reached its maximum in four to six hours. 
The action lasted for about 18 hours. Partial tol- 
erance was found in two patients in whom the pres- 
sure started rising after an initial lowering. Elec- 
trocardiograms showed slight reversal of the left 
ventricular pattern and the T waves became either 
flattened or slightly positive. The voltage continued 
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to be high. There was a return of grade 4 to grade 
3 retinopathy in two patients. The usual side-reac- 
tions (as with the older blocking agents) such as 
dryness of mouth, gastrointestinal disturbances, pal- 
pitation, dilated pupils, fatigue, mental deteriora- 
tion, and postural hypotension were also seen with 
this drug. 


Hepatic Cirrhosis.—Kinare and Purandare (Journal 
of Postgraduate Medicine, vol. 4, January, 1958) 
studied autopsy reports of 250 cases of portal cir- 
rhosis. From 1926 to 1954 there were 10,250 autop- 
sies performed in the K. E. M. Hospital, Bombay. 
Of these, 322 showed cirrhosis of the liver, and 250 
definitely had portal cirrhosis. The maximum 
number of cases had occurred in the age group 31 
to 40 years but there were 63 cases even in the age 
group 21 to 30 years. Males accounted for 223 of 
the cases. Data regarding diet were lacking in most 
cases, and a definite history of intake of alcohol 
was obtained in only five. Definite clinical manifes- 
tations of hepatic disease were present in only 117 
patients. The remaining 133 died of either acci- 
dental injuries or some acute disease such as pneu- 
monia or meningitis, cirrhosis being only an inci- 
dental finding in these cases. The chief manifesta- 
tions of hepatic disease in the first group of 117 pa- 
tients were ascites, loss of appetite, edema of the 
ankles, generalized anasarca, hematemesis, jaundice, 
and coma. Ascites was found in 97 of these. The 
amount of peritoneal fluid varied from 500 to 5,000 
ml. It was a transudate in 84 cases; in 7 it was sero- 
sanguinous; and in 6 it was turbid due to bacterial 
infection. In none of the patients was the portal 
venous pressure recorded, but signs of collateral 
circulation suggestive of portal hypertension were 
present in 48%. Plasma proteins were estimated in 
only five of the patients with ascites and revealed 
a hypoproteinemia with reversal of the albumin- 
globulin ratio. Edema of the ankles and legs was 
present in 62 of the 117 patients. 

Jaundice was not a common finding; clinically it 
was present in 16%. It was severe in 4, with an 
icterus index of over 100 units, and mild in 16, with 
an icterus index varying between 7 and 50 units. 
As the icterus index was determined in only a few 
cases, mild icterus may have been missed clinically. 
Dilated veins at the lower end of the esophagus 
were found in 68 of the 250 patients. Enlargement 
of spleen was observed at autopsy in 193. Of those 
that did not have splenomegaly 65% showed early 
cirrhotic changes in the liver, in 28% the liver was 
in the stage of active cirrhosis, and in 7% the cir- 
rhotic process was far advanced. Hepatomegaly was 
seen at autopsy in 44 of the 250 and of these 10 
were associated with malignancy while 34 showed 
diffuse fatty infiltration. Liver function tests had 
been done in only a few cases. The Takata-Ara test 
was done in nine cases and was negative in four, 
even in the presence of an advanced cirrhosis. In 
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one of the patients in whom it was negative the 
hippuric acid test was positive. Thymol turbidity 
and alkaline phosphatase tests were made on one 
patient in whom the former was positive and the 
latter within normal limits. The Kahn test  per- 
formed in 32 cases was positive in 17. Histologically 
the cirrhotic changes were divided into early, active, 
and quiescent or late stages. The early stage seen 
in 61 cases was characterized by an appreciable 
increase in connective tissue. The bile ducts showed 
evidence of proliferation and the parenchymatous 
cells surrounding new connective tissue showed de- 
generative and necrotic changes. In every case con- 
nective tissue proliferation appeared to start in the 
portal area. In only 30 of these was the cirrhotic 
change associated with a diffuse fatty change. 
Macroscopically, the liver was enlarged and pale 
yellow in 22 cases. In the rest it was normal in size 
with a smooth or finely granular surface. In 55 of 
these cases cirrhosis was an accidental finding. 
The active stage of portal cirrhosis was character- 
ized by complete destruction of the lobular pattern. 
Some parenchymatous cells showed evidence of 
multiplication, the necrobiotic changes being less 
marked than in the early stage. The connective 
tissue was vascular and richly infiltrated with cells. 
The proliferative activity of the ducts was moder- 
ate; 169 cases were classed in this group and 55 of 
these showed evidence of fatty change. The liver 
was smaller in size in 122 of these 169 cases. The 
typical hobnail appearance was present in 105 of 
them. The liver was firm to feel and difficult to cut. 
In 14, in addition to the changes of portal cirrhosis, 
primary carcinoma was found. Enlarged liver asso- 
ciated with fatty change was found in 12 cases. The 
liver was also enlarged in 10 cases with primary 
carcinoma but in 25 it was normal in size and had 
a granular surface. The late stage was characterized 
by the presenc of mature and abundant connective 
tissue with collagenous fibers. It was less vascular 
and showed few cells. An exaggerated pseudolobu- 
lar pattern was seen, the normal lobular pattern 
being absent. The parenchymatous cells had a nor- 
mal appearance, the proliferative activity of the 
bile ducts was minimal. This stage was seen in 20 
patients and none of these showed a fatty change. 
All these livers were smaller in size and had the 
hobnail appearance. In 12 of the 20 patients, cir- 
rhosis was an incidental finding. The cause of death 
in the latent group was infection in about 50% 
while 24 of these 133 died of accidental injuries. 
In the other group of 117 with clinical evidence of 
hepatic disease, infection accounted for death in 3 
of the 6 cases in the early stage of the disease. In 
the active and late stages, hematemesis was respon- 
sible for 30 deaths. Respiratory infection caused 
death in 17. In 14, primary carcinoma had super- 
vened. As diffuse fatty change was not a universal 
finding in the patients studied, the authors sug- 
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gested that all cases of portal cirrhosis might not be 
due to nutritional deficiency and that the disease is 
probably caused by a combination of factors. 


Experimental Rickets.—P. K. Dikshit and co-work- 
ers (Indian Journal of Medical Research, vol. 46, 
January, 1958) stated that starvation acts as a stim- 
ulus to calcification, even restoring the process 
where it has been interrupted as in rickets. It was 
shown by others that changes taking place in the 
rachitic epiphysial cartilage of the albino rat during 
healing caused by administration of vitamin D or 
citrate were essentially the same. Similar changes 
are initiated by starving rachitic rats for about 48 
hours. The authors studied the mechanism of heal- 
ing of rickets induced by starvation and compared 
the results with those obtained by giving vitamin D 
and citrate to animals with rickets. Young albino 
rats were fed on a rachitogenic diet for 21 days 
and then starved for periods up to 48 hours. Ob- 
servations were made during this period on the 
healing of rickets, change in citrogenase activity, 
and the citrate and total phosphorus content of the 
epiphysial cartilage. The results confirmed the fa- 
vorable effect of starvation in inducing calcification 
of the rachitic epiphysial cartilage. The earliest 
signs of healing were evident after 24 hours, and at 
48 hours the rachitic epiphysial cartilage showed 
extensive mineralization. The cartilage citrate did 
not increase during starvation even up to 48 hours, 
although in experiments with administration of vit- 
amin D, the cartilage citrate showed an appreciable 
increase within 24 hours, remained stationary up to 
96 hours, and then rose again. It thus appears that 
healing due to starvation sets in without an increase 
in the citrate content of the epiphysial cartilage. 
The total phosphorus content of the epiphysial 
cartilage on the other hand, showed an increase 
both during starvation and vitamin D administra- 
tion. The plasma citrate of rachitic rats increased 
markedly during starvation. It was greatly reduced 
in animals with rickets and was elevated after vita- 
min D was given. 

Administration of citrates to rachitic rats induced 
healing with histochemical changes in the epiphys- 
ial cartilage similar to those observed on adminis- 
tration of vitamin D. It was therefore thought that 
an arrest or slowing of the formation of citrate in 
the epiphysial cartilage was in some way responsi- 
ble for the failure of calcification. Calcification was 
resumed if citrate was made available from extra- 
neous sources, but in vitamin-D-treated animals, 
citrate became available at the site owing not only 
to its increased synthesis by the epiphysial cartilage 
but also to the blood in which the citrate level in- 
creased, possibly on account of increased citrate 
synthesis in the liver under the influence of vitamin 
D. In starvation, healing of the rachitic lesions was 
accompanied by a marked rise in plasma citrate, 
although the cartilage did not show any rise in cit- 
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rate. This might be due to the rate of utilization 
of the citrate brought to the site of blood being so 
high as to prevent its accumulation in the cartilage. 
Thus any procedure which would overcome the cit- 
rate block in carbohydrate mechanism at the epi- 
physial cartilage should restore calcification im- 
paired by a deficiency of vitamin D. Disturbance 
in the carbohydrate mechanism in vitamin D de- 
ficiency should be between the pyruvate and citrate 
stages. The fact that such diverse mechanisms as 
starvation, administration of vitamin D, and giving 
citrate lead to similar changes in the rachitic cart- 
ilage suggests the possibility of a common pathway 
of action of these procedures. 


Novobiocin in Experimental Cholera.—Dutta and 
Colah (Journal of Postgraduate Medicine, vol. 1, 
January, 1958) used novobiocin to kill Vibrio chol- 
erae in vitro experiments carried out by a serial di- 
lution method. The drug was also tested in experi- 
mental cholera using a lyophilized rabbit-passage 
strain of V. cholerae. The drug was vibriostatic and 
vibriocidal in concentrations of 5 mcg. per milliliter 
and 10 meg. per milliliter, respectively, in a popu- 
lation of 10° Vibrio organisms per milliliter. Under 
identical conditions, chloramphenicol showed vib- 
riostatic activity at a concentration of 2.5 mcg. per 
milliliter and vibriocidal effect at 5 meg. per milli- 
liter. Thus the effectiveness of both the substances 
was of the same order. When novobiocin was 
given eight hours after infection, it prevented all 
symptoms of the disease. When treatment was 
started 16 hours after infection, 12 of 14 rabbits 
survived. The two that died continued to pass 
watery stools and showed gross signs of cholera at 
autopsy. Treatment was started after the appear- 
ance of diarrhea in six rabbits, none of whom 
survived. Thus although the drug could save about 
86% of the animals when it was started 16 hours 
after infection, it was of no use once diarrhea had 
set in. Owing to the difficulty in administration of 
repeated doses of fluid in the collapsed veins of 
rabbits suffering from cholera, no fluid replacement 
was possible. Therefore the effect of treatment 
when started 16 hours after infection was taken as 
the criterion for judging its efficacy. The results 
show that it might be worth a trial in clinical cases 
of cholera. 


Nutritional Status of Expectant Mothers.—A. Dhil- 
lon and co-workers (Licentiate, vol. 7, January, 
1958) studied the nutritional status of 75 expectant 
mothers in an area covered by the primary health 
center of Najafgarh. This center provides services 
in nutritional care through its maternal and child- 
care program. It covers 26 viliages in an area of 78 
square miles. The services are rendered by physi- 
cians through care in the clinic and by public 
health nurses through institutional and domiciliary 
care in the area. Expectant mothers in the fourth 
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to ninth month of pregnancy were selected for 
study. Of these, 25 were in the second and 50 in 
the third trimester. Their ages ranged from 17 to 
45 years. Their heights varied from 4 ft. 4 in. to 
5 ft. 5 in. and their weight from 82 to 156 lb. There 
was no appreciable gain in weight among these 75 
women during pregnancy as compared with 75 non- 
pregnant women from the area. They appeared well 
nourished and were actively engaged in the usual 
village life; 13 were primiparas. There was no his- 
tory of complications such as bleeding or toxemia in 
any of them. Thirteen had hemoglobin values be- 
tween 66 and 80%; 55 had values between 56 and 
65%; and 7 had values between 41 and 55%. Blood 
pressure and urine were normal in all. Seventy-two 
were vegetarians, Protein, vitamins A and C, and 
calcium were deficient in most diets. Barring anem- 
ia, these mothers were not found to be suffering 
from any signs of toxemias of pregnancy. 
Infectious Hepatitis—N. P. Gupta and co-workers 
(Journal of the Indian Medical Association, vol. 30, 
Feb. 16, 1958) found a marked increase in the 
number of cases of infectious hepatitis admitted 
to the Lucknow Medical College Hospital in the 
10-year period ending October, 1956, with 1949 and 
1955 as the peak years. Although cases were met 
with the year round, the incidence was minimal in 
October, November, and December. From January 
onward large numbers of these patients were ad- 
mitted till epidemic proportions were reached in 
April, May, and June. A total of 547 such patients 
were admitted to the hospital during the 10-year 
period. Most of them were between 18 and 35 
vears of age; 75% were men. The disease was un- 
common in children under 10 and adults over 40. 
Only two were over 70. Most of them came because 
of jaundice. Fever was present in 40%. Signs and 
svmptoms referrable to tue central nervous system 
were found in 10%. The liver was enlarged and 
tender in 323 (59%) and the spleen was palpable 
in 28 (5%). Splenomegaly was seen mostly in 
chronic cases with an illness of six weeks’ duration. 
Cholemia and unconsciousness were seen in 59, of 
whom 48 died; acute massive necresis in 32, all of 
whom died; hemorrhage from various sources in 
32; edema in 45; and ascites in 10. 

Liver function tests were performed in most of 
the cases. The thymol turbidity test was more uni- 
formly positive at the height of the disease than 
was the cephalin-cholesterol flocculation test. The 
quantity of bilirubin in circulation was not related 
to the presence of complications. Clinical cure 
could not be predicted from the severity of the 
disease as judged by liver function tests. Values 
for serum alkaline phosphatase ranged from 6 to 18 
King and Armstrong units in nost of the patients, 
the highest figures being fuund in two patients 
with cholemia (30 and 36 units respectively ). 
Serum protein estimation in some showed an in- 
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crease due to an increase in the globulin fraction. 
In 23 the globulin level was higher than that of 
albumin. Discrepancies between various liver func- 
tion tests were noted in some cases. In this series 
64 patients died, a mortality of 11.7%. The death 
rate was higher in pregnant women (60%), but it 
was the same in men and nonpregnant women 
(5.7% ). Neonatal hazards in infants born of mothers 
with infectious hepxtitis were common. In adults 
the mortality was lowest in the age group 21 to 30 
vears, the age group most affected. It was very high 
in infants up to 2 vears of age and it was also high 
in adults over 40. Thirty-eight patients died within 
two weeks of the onset, but in most of the patients 
the disease was chronic. There was no correlation 
between the initial severity of the disease and the 
final outcome, but neurological manifestations were 
more common in patients with severe jaundice. 


Abdominal Tuberculosis.—Berry and Bidwai ( Jour- 
nal of the Association of Physicians of India, vol. 6, 
January, 1958) reported that abdominal tubercu- 
losis, not secondary to open pulmonary tuberculosis, 
is not so rare as was first thought and is, on the 
contrary, a definite and independent entity. In a 
series of 26 such patients, all were between 11 and 
35 vears of age except for one aged 18 months. In 
12, such general symytoms as low-grade fever, 
anorexia, and loss of weight were present. In 13 of 
the 17 women, some type of menstrual disturbance 
(amenorrhea or profuse irregular periods) was 
noted. Abdominal pain and tenderness was_ the 
commonest abdominal symptom, being present in 
19. Seven complained of distention, with visible 
peristalsis in two. In 7, free fluid was present and 
13 had a palpable abdominal mass either diffuse or 
localized. The usual consistency was firm. Plain 
roentgenograms of three patients who had _ signs 
of s#macute or acute intestinal obstruction showed 
multiple dilated loons of intestine with gas shadows 
and fluid levels. Barium enemas in 13 revealed 
evidence of intestinal stasis and partial obstruction 
such as delay in the passage of barium and dilated 
loops in 10. Extra-abdominal tuberculous lesions 
were found in 12. These included tuberculous 
pleural effusion, which was commonest, acute dry 
pleurisy, thickened pleura, concomitant pericarditis 
with or without effusion, disseminated hematogen- 
ous pulmonary shadows, and healed or active tuber- 
culous sinuses in the neck. One patient developed 
tuberculous meningitis while under observation. 
The peritoneal and pleural fluids showed the char- 
acteristics of a lymphocytic exudate. 

Laparotomy was performed on 15 patients. Of 
these, 13 had enlarged mesenteric glands and multi- 
ple adhesions with miliary tubercles. An ileocecal 
mass was present in three patients and the uterine 
adnexa were involved in two. Intra-abdominal 
biopsy specimens showed follicle formation with 
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epithelioid cells and lymphocytes in 12, giant cell 
systems in 12, fibroblastic proliferation in 10 and 
caseation in 7. In only one was there a calcified 
nodule in a lymph node with no other feature sug- 
gestive of tuberculosis. Culture of pericardial, 
pleural, or peritoneal fluid or of the intra-abdom- 
inal biopsy specimens gave no evidence of tubercu- 
losis. Prolonged follow-up of three patients showed 
development of tuberculosis lesions in other 
parts of the body. The initial response to anti- 
tuberculosis drugs was good and to some degree 
may provide evidence in favor of a diagnosis of 
tuberculosis. Abdominal pain was the commonest 
symptom. Manifestations of low-grade toxemia were 
common, but their absence did not exclude the 
diagnosis of tuberculosis. Associated menstrual dis- 
turbances were common in the women. A palpable 
mass in the abdomen, visible peristalsis, and fluid 
in the abdomen were the common physical signs. 
Extra-abdominal tuberculous lesions may precede, 
accompany, or follow manifestations of abdominal 
tuberculosis, indicating hematogenous dissemina- 
tion. 


SWEDEN 


Pregnancy After Legal Abortion.—Between Nov. 
30, 1956, and Dec. 26, 1957, a total of 3,362 women 
were confined at a maternity hospital; 100 of them 
had a history of recent abortion induced legally. 
The indications were psychiatric or sociopsychiatric 
in 87, a somatic ailment in 8, eugenic (on account 
of the father) in 4, and humanitarian in 1. Dr. Per 
Arén (Svenska lékartidningen, Feb. 21, 1958) 
studied these 100 cases with a view to illuminating 
the motives leading to abortion. In this series, 48 
had suffered in various degrees from a sense of guilt 
at the time of the abortion, and this had in 34 cases 
led to the subsequent pregnancy being uninter- 
rupted. In no case had health been impaired by al- 
lowing the pregnancy to go to term, and this had 
happened within three years of the abortion in 70 
cases. In 48, the pregnancy had been desired. In 
fully half the patients there had been some im- 
provement of health or the general condition since 
the abortion. 


The Sedimentation Rate in Pregnancy and After 
Abortion.—Dr. L. Nilsson (Svenska ldkartidningen, 
Feb. 21, 1958) made histopathological examina- 
tions of the ova in cases of spontaneous or criminal 
abortion. Serving as controls were 200 women at- 
tending a maternity center and not presenting any 
evidence of a recent or present infection. He con- 
cluded that early in normal pregnancy the sedi- 
mentation rate is normal or slightly raised. It is the 
same during a spontaneous abortion as during a 
pregnancy which is allowed to continue. A greatly 
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increased rate indicates some complication of an 
abortion. When it is criminal, the rate may be nor- 
mal, but it is not infrequently raised. A raised rate 
after an early abortion suggests that it is criminal 
if there is nothing else to explain it. 


Basal Temperature as a Pregnancy Test.—Dr. P. 
Bergman (Nordisk medicin, Jan. 30, 1958) studied 
a series of 164 pregnancies in 155 women. In most 
of these the measurements of the temperature were 
discontinued some months after pregnancy had 
started, but in six it was closely observed through- 
out pregnancy. The temperature elevation in he 
corpus luteum phase at the start of pregnancy was 
found to persist during the first three or four 
months of pregnancy, after which it fell succes- 
sively to the preovulation level. Only two pregnan- 
cies, both in the same woman, failed to show the 
anticipated rise in temperature. In three other preg- 
nancies the temperature readings were ambiguous. 
Otherwise the test gave the positive reactions ex- 
pected of it. A rise of temperature due to an infec- 
tion or some other morbid condition might conceiv- 
ably obscure the issue, but the experience of the 
past 10 years has not provided a single case in 
which this happened, the fluctuating fever of an 
infection being easily distinguishable from the 
steady temperature level of the Friedman test. 
Bergman found that it permitted early diagnosis of 
pregnancy, comparable with the ordinary biological 
tests of pregnancy. It also made possible a predic- 
tion of the time of delivery. It may be particularly 
useful in patients with oligomenorrhea in which 
it is difficult to predict this time on the basis of the 
last menstruation. It is simple and inexpensive. 


In Memory of Axel Munthe.—Last fall a tribute 
was paid to Dr. Axel Munthe, Swedish author of 
“The Story of San Michele,” in a commemorative 
program sponsored by the Swedish Radio Service. 
One of the speakers on this occasion, Dr. Wolfram 
Kock, has elaborated what he said then in an article 
published in Svenska lakartidningen for Feb. 14. 
Munthe was only 23 years old when in 1880 he suc- 
cessfully defended his thesis for the degree of Doc- 
tor of Medicine at the University of Paris. In so 
doing, he became the youngest doctor in France to 
hold this title at the time. After returning to Swe- 
den to marry, he settled in 1881 in Paris. His pa- 
tients were recruited from the colonies of rich 
foreigners as well as from the poor of Paris. His 
interest in hypnotism drew him to the Salpétriére 
Hospital where Charcot gave dramatic demonstra- 
tions for the benefit of an inquisitive and fashion- 
able public. Munthe was interested enough in 
Charcot’s teachings to apply them to his own 
treatment of hysteria and allied conditions with 
modifications suitable to the patient’s mentality and 
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his own tastes, but after a time he came to be more 
impressed by Charcot’s arch enemy, Professor 
Bernheim of Nancy, and when an anonymous arti- 
cle in Figaro referred contemptuously to Charcot’s 
theatrical displays, and Munthe was suspected as 
its author or inspirer, the doors of the Salpétriére 
were forever barred to him. Munthe’s account in 
“The Story of San Michele” of his last meeting with 
Charcot is dramatic enough to give the reader a 
hint as to the character of these two forceful per- 
sonalities. 


Audiologic Laboratory.—Since the fall of 1951, the 
Karolinska Hospital in Stockholm has housed the 
Child Audiologic Laboratory about which Dr. B. 
Barr wrote in Svenska ldkartidningen for Feb. 14. 
The laboratory has five hospital beds at its disposal. 
Its patients are selected in such a way that its beds 
are not monopolized by patients who could be 
treated by local talent. Its waiting list of 6 to 12 
months, unrelieved by similar enterprises elsewhere, 
is an indication of its usefulness and popularity. 
The children are admitted for one week but the 
period is sometimes extended. Close cooperation 
with the parents is one of the most important func- 
tions of the laboratory, requiring much time and 
care in view of the part played by the purely men- 
tal factor in many cases of deafness. Indeed, nearly 
half of the first 1,000 patients treated had normal 
peripheral hearing, the detective reaction to sounds 
or late development of speech being traceable to 
mental retardation or some emotional shock. Such 
patients often take more time and require more 
skilled examination than those with organic lesions 
of the hearing apparatus. The laboratory has started 
to receive patients less than 6 months old in re- 
sponse to a growing realization of the importance 
of treating the patient as early as possible. 


UNITED KINGDOM 


Television Medical Series.—A sharp controversy has 
been raging regarding the British Broadcasting 
Corporation’s television series entitled “Your Life in 
Their Hands.” While many physicians report un- 
favorable reactions among their patients, others 
have found the program interesting and helpful. 
The incidence of hypochondriasis may appear to be 
increased, but at a press conference one practitioner 
expressed the view that he would prefer additional 
perhaps unnecessary office calls to delayed consul- 
tation on more serious illness from fear or igno- 
rance, There is evidence of high technical skill and 
first-class medical advice behind the execution of 
the programs. If there is less evidence of good 
judgment in the choice of subjects, the reason is to 
be found in the original object of the series, which 
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is to show the regional medical facilities now avail- 
able in the provinces. The B. B. C. arranged for 
each of its regions to produce one program, and 
within each region a suitable hospital was chosen. 
Presentation and choice of the subject matter was 
left to the hospitals concerned. They did their job 
magnificently, but though it was understood that 
one of the 10 programs would come from a cottage 
hospital, they have so far all been from specialist 
centers. This was the basis for the first controver- 
sial point. 

The viewers got the impression that their lives 
were chiefly in the hands of specialists. The em- 
phasis was on disease, and not very common disease 
at that. Many doctors wished it could have been 
less on comparative rarities in hospitals and more 
on the problems of the maintenance of general 
health and such everyday conditions as colds, rheu- 
matism, and bronchitis. In launching this series the 
B. B. C. wished to promote a healthy interest in 
disease and was encouraged by the favorable audi- 
ence research report of May, 1957, on the “Hurt 
Mind” series, which was supported by the National 
Association for Mental Health. In these the patients 
were masked and strictly anonymous and B. B. C. 
studio staff were used. The new series used “live” 
physicians, nurses, and patients, who would be ex- 
pected to give a more realistic performance. This 
raised the second controversial point as to whether 
it were desirable for ill patients or their relatives 
to allow public examination of their physical con- 
dition and whether this could benefit the viewer. 
Whatever criticism is leveled one must admire the 
great skill with which the B. B. C. and the hospitals 
produced these programs and regret that the Brit- 
ish Medical Association and the B. B. C., both 
acting with high motives, have taken diametrically 
opposite views with regard to the results. 

The British Medical Journals of March 1 and 8 
quote letters from several physicians describing the 
varied effects on their patients. One man, previ- 
ously unaware of his condition, guessed correctly 
that he had cancer. A physician told the British 
Medical Association that as a result of the same 
program his patients had become jittery. One, with 
a benign swelling, became convinced it was malig- 
nant. An editorial stated: “Because the hospitals 
are now owned by the State, and therefore the 
owner, the Ministry of Health, can give a national 
broadcasting corporation permission to enter the 
public wards, does not justify the intervention of 
the television camera in the doctor-patient rela- 
tionship, even though in the particular circum- 
stance the two sides agree to it. For this reason 
what they are exhibiting on the television screens 
all over the country is not solely and simply Mrs. 
X’s heart operation or Mr. Y’s cirrhotic liver. They 
are by this means intervening in the doctor-patient 
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relationship of other practising doctors. They are 
raising doubts and fears in the minds of their col- 
leagues’ patients, and already with one or two dis- 
tressing, if not disastrous results, which we consid- 
er it is impossible to justify on the highly question- 
able grounds that the majority will benefit from 
knowing something about disease. . . . Let us hope 
that the B. B. C.’s present preoccupation with dis- 
ease is a passing phase and not part of a policy 
that, if continued, will make Britons disease-con- 
scious people.” 


Budgerigar and Poliomyelitis.—Sommerville and co- 
workers (Lancet, March 8, 1958) reported that a 
budgerigar that bit the lip of a boy who later died 
from poliomyelitis was found to have a poliovirus. 
Although numerous animals, including dogs, cats, 
and moles have been named as possible reservoirs 
of poliovirus, confirmatory evidence from the labor- 
atory has always been lacking, but in this case 
there seems little doubt that the budgerigar was 
infected with poliovirus type 1. It had been in 
contact on Aug. 15, 1957, with the victim while it 
was recovering from paralysis of its legs. Another 
bird from the same cage had died from a similar 
attack of paralysis a few days earlier. The boy be- 
came ill on Aug. 22, developed signs of bulbar 
poliomyelitis on Aug. 24, and died four days later. 


Postoperative Comfort.—In the British Medical 
Journal of Jan. 25, Dr. H. L. Marriott described 
from personal experience a recent cholecystectomy 
and an abdominal operation of some years earlier. 
This prompted the suggestion that the patient be 
nursed for parts of the first few postoperative days 
in an armchair leaning well forward on a pillow on 
a low table. In favor of this position there was 
reduction of pain as the wound was relaxed, breath- 
ing was easier, and coughing was also easier. If 
vomiting occurred there was less danger of aspira- 
tion, and, as it was the normal lavatory position, 
the passing of flatus was naturally accomplished. 
The tendency to bed sores was less because the 
area of distribution of pressure was greater, and 
the legs were more frequently moved than when 
sitting in bed. The effect on morale would also be 
favorable, but although the abdominal operation 
that Dr. Marriott underwent is usually associated 
with minimal discomfort, even this could have been 
largely eliminated by this position of sitting bent 
forward. 


Surgeons Honored.—The Council of the Royal Col- 
lege of Surgeons announced that honorary fellow- 
ships were conferred, among others on Prof. War- 
ren H. Cole, Professor of Surgery in the University 
of Illinois, and Dr. Charles W. Mayo, Professor of 
Surgery at the Mayo Foundation. 
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CORRESPONDENCE 


NUTRITION IN THE SURGICAL PATIENT 


To the Editor:—In an editorial in THE JouRNAL of 
Dec. 7, 1957, page 1830, entitled “Nutrition in the 
Surgical Patient,” some statements are made which 
are disputable. The writer states that to maintain 
caloric equilibrium it is necessary to give 40 cal- 
ories per kilogram to the average-sized individual. 
Thus, a male, aged 40, height 67 in. (170 cm.), 
weight 154 Ib. (70 kg.), would have a daily ex- 
penditure of 2,800 calories. The basal] caloric ex- 
penditure of such a patient is approx mately 1,700 
calories. Since physical activities are negligible 
postoperatively, the exogenous caloric output would 
barely reach 400 calories, making the total daily 
energy output 2,100 calories. Thus, only 30 calories, 
rather than 40, per kilogram are necessary to main- 
tain caloric equilibrium. 

The writer further states: “After a subtotal gas- 
trectomy .. . male patients who were maintained 
solely on sugar solutions during the postoperative 
period showed a five-day cumulative nitrogen defi- 
cit of about 60 Gm. and lost about 0.5 kg. (1 Ib.) 
of body weight per day.” He then stresses the fun- 
damental necessity of maintaining nitrogen and 
caloric equilibrium and describes methods of doing 
so by intravenous alimentation and other means. 
In reference to these two points, namely, weight 
and nitrogen equilibrium, the following comments 
may be made. 

First, the weight loss occurring in these patients 
is entirely different in nature from that occurring 
in clinical weight reduction. Cognizance of the fol- 
lowing facts is essential. While fat can be stored in 
an almost pure state in the body, protein cannot 
be stored dry but retains with it three or more 
parts of water. Thus, 1 Gm. of adipose tissue has a 
value of approximately 8 calories, while 1 Gm. of 
flesh has approximately a value of 1 calorie. In 
clinical weight reduction, the patient is in nitrogen 
equilibrium, and the caloric deficit is made up by 
the catabolism of fat. The caloric equivalent of 1 lb. 
of body weight lost is about 3,500 calories. The 
negative nitrogen balance of 60 Gm. in the gas- 
trectomized patients indicates a loss of 360 Gm. of 
protein, which when added to the 1,080 Gm. (2.4 
lb.) of water stored with the protein represents a 
total loss of 3.2 lb. of body weight. The caloric 
equivalent of these 3.2 lb. lost is only 1,440 calories. 
Thus, of the 5 Ib. lost by the patient in five days, 
at least half was water. 

Second, the writer stresses the fundamental ne- 
cessity of using every means to obtain nitrogen 
equilibrium. The professional faster, Levanzin 


(Benedict, A Study of Prolonged Fasting, publi- 
cation 203, Carnegie Institution of Washington, 
1915), fasted for 31 days, during which time he 
lost 18.3 Ib. (8.3 kg.) of flesh, without any appre- 
ciable detriment to health. The patients described 
by the writer lost 60 Gm. of nitrogen, which is 
equivalent to a loss of 3.2 Ib. of flesh. The loss of 
this amount of flesh in an adult whose lean body 
mass is normal or above normal does not at all 
adversely affect the physiology of the body. During 
the period of rehabilitation, the depleted protein 
stores are rapidly replenished. Thus, the attempt 
to prevent a negative nitrogen balance in these 
patients may be considered optional but not essen- 
tial. These means are essential only in those indi- 
viduals where the lean body mass is below normal. 

I am in full agreement with the writer that the 
metabolism of carbohydrate (dextrose), water, 
electrolytes (sodium, potassium, and chloride), and 
vitamins must be kept in equilibrium. 


Max WisHnorsky, M.D. 
615 Williams Ave. 
Brooklyn 7, N. Y. 


THYROID STABILITY 


To the Editor:—In their communication in the Jan. 
25, 1958, issue of THE JouRNAL, page 401, Drs. J. A. 
Hubata, P. J. McCall, and T. Douglass of Armour’s 
Laboratories disagree with my contention on thy- 
roid stability as stated in my article on “Hypothy- 
roidism” (J. A. M. A. 165:121 [Sept. 14] 1957). 

No attempt was made to present laboratory data 
based on rat and mice experiments in this paper, 
although such a study was made in conjunction 
with the Armour Company with predecessors of 
Doctor Hubata et al. Rather, my conclusions were 
based on a 2-year clinical study under the late Doc- 
tor Henry S. Plummer at the Mayo Clinic and a 
35-vear study at the Jackson Clinic. This is a sub- 
ject in which I feel a comparison cannot be made 
between the results obtained in mice and men. In 
some drugstores and in some doctors’ offices, bottles 
of thyroid are opened and may stand on shelves 
for months or vears. As stated in my article, seldom 
has more than two grains of thyroid been required 
to contro] hypothyroidism, providing the drug was 
not impotent. 

As Doctor Hubata et al. stated, “the officially re- 
quired U. S. P. XV assay of sodium thiosulfate- 
starch titration to determine the iodine content of 
thyroid preparations is accurate . . . as is the bio- 
logical method employed for this study based upon 
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the ability of thyroid substance to inhibit the hyper- 
trophic activity of thiouracil (n-propylthiouracil ) 
in rats.” Yet laboratory results in rats and clinical 
results in man are not always in accord, and there 
may be some other factor to account for the differ- 
ence in our deductions. I should like to reiterate 
that the Armour thyroid that I have prescribed has 
always given satisfactory results. 

In his communication to THE JouRNAL (166:401, 
Jan. 25, 1958), Dr. Paul L. Wermer, Vice-President 
and Medical Director, Warner-Chilcott Laborato- 
ries, gives the answer to his own statement con- 
cerning my article on “Hypothyroidism,” which 
appeared in the Sept. 14, 1957, issue of THe Jour- 
NAL. “His reference was to desiccated thyroid tab- 
lets; ... we should like to take issue with this state- 
ment at least so far as it applies to our product.” 
No mention of their product was made in my article 
since | have had no personal experience with it. 


ARNOLD S. JAckson, M.D. 

30 S. Henry St. 

Madison 3, Wis. 
THYROID STABILITY 
To the Editor:—In the article on “Hypothyroidism” 
by Dr. A. S. Jackson (J. A. M. A. 165:121 [Sept. 
14] 1957), the statements were made that “thyroid 
tablets lost their potency if they were more than 
three months old” and “This observation was later 
found to be true in many other cases.” Since then, 
two different communications in THE JOURNAL 
(166:401 [Jan. 25] 1958) have taken issue with 
Dr. Jackson’s findings concerning the stability of 
biological activity in thyroid preparations. Data 
from our control laboratory are likewise in dis- 


Biological Activity of Thyroid Tablets and Capsules (Wilson) 


Age of Sample 


at Time of Biological Activity,” 


Assay © of Wilson Standard 

Lot Thyroid Yea (Jan., 1958) (Thyroid Powder U.S.P. 
No. Preparation Mita. Years Lot No. 103086) 
99316 2 grain uncoated 

(tablets) 1956 1.5 13919 
9457 erain (capsules) 1956 2.0 8327 
90577 1 grain uncoated 

(tablets) 1954 3.5 8122 
70265 2 grain coated 

(tablets) 1947 10.5 12523 


* Biological activity was determined by antigoitrogenie effect in thi- 
ouracil-ted rats. The tablets were ground, incorporated in the thioura- 
cil-eontaining diet, and fed ad libitum. All assays were performed at 2 
to 3 dose levels. The reference standard used was a U.S.P. thyroid pow- 
der manufactured in November, 1957, and which had been standardized 
against the previous house standard. The iodine content of the stand- 
ard powder and the powders used for the manufaeture of the tablets 
was 0.2 + 0.03%. 


agreement with Dr. Jackson’s findings, since they 
demonstrate the stability of commercial thyroid 
preparations. 

Biological activity of thyroid tablets and capsules 
stored for various periods at room temperature is 
shown in the table. 
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From the data presented here and other studies 
in our files we cannot agree with Dr. Jackson's 
findings. Our data show that thyroid tablets (un- 
coated ) retain their biological activity for a period 
of at least 3% years, while coated tablets retain 
activity for over 10 years. 


E. A. Lazo-Wasem, Ph.D. 
Chief Physiologist 

The Wilson Laboratories 
Chicago, 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Use of Oscilloclast as Fraud in Practice of Medicine. 
—The defendant was prosecuted for theft in the 
practice of medicine and from a conviction ap- 
pealed to the district court of appeal, second dis- 
trict, division 3, California. When patients went to 
the office of the defendant chiropractor, he would 
take a sample of their blood and send it to his co- 
defendant, an osteopath, for analysis by means of a 
radioscope. The radioscope used by the osteopath 
is a black box containing two electrical circuits, 
dials, switches, a variable condenser, an electrode 
or trap door, and some attachments. The radioscope 
was apparently invented by the late Doctor Albert 
Abrams, who was the founder of the electronic 
school of medicine. Abrams thought that disease is 
a lack of harmony in the electronic oscillations of 
the human body and that diseased tissue gives off 
a rate of vibration. Followers of Doctor Abrams 
use the radioscope to measure the vibratory rate 
of electromagnetic energy in different parts of the 
human system. 

In using the radioscope, the osteopath was helped 
by an assistant, a Mrs. Ogle. The osteopath first 
unwrapped a blood sample from its tinfoil con- 
tainer and placed it in the trap door of the machine, 
which she then closed. Next she clipped one of 
the attachments to the side of Mrs. Ogle, who stood 
in front of the machine with her abdomen exposed. 
Mrs. Ogle held another attachment in her hand 
and touched it to various parts of her body as di- 
rected by the osteopath. Meanwhile, the osteopath 
took a glass wand or conductor and stroked it 
across the left side of Mrs. Ogle’s bare abdomen. 
While stroking the wand, the osteopath turned the 
dials on the machine and made notations of the 
vibratory rates of electromagnetic energy indicated 
by the machine as Mrs. Ogle touched the attach- 
ment to different parts of her body. After deter- 
mining the vibratory rates, the osteopath referred to 
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an “Atlas” prepared by a Doctor Colson, which 
correlated the rates of vibration with particular 
kinds of disease energy. Then she prepared a treat- 
ment chart, which she sent to the defendant; this 
chart stated the nature of the patient's illness and 
gave directions as to the particular part of the pa- 
tient’s body to be treated with the oscilloclast. 

When the report was returned, the defendant 
would then tell the patient that he or she had can- 
cer, tuberculosis, liver trouble, or a number of 
other conditions and would assure him that such a 
condition could be cured by a series of treatments 
with an oscilloclast. These treatments would then 
be continued for varying lengths of time, and for a 
fee. 

The oscilloclast used by the defendant is a kind 
of vibrator. It is a black box, containing two cir- 
cuits, one of which is electronic and the other elec- 
tric. It also has a number of dials and attachments. 
The electric circuit carries a 60-cycle alternating 
current, while the electronic circuit is composed of 
two vacuum tubes; one tube is connected to an 
oscillator which resonates at about 40 megacycles 
and the other tube acts as a switch, turning the 
power on and off at a rate of 90 times a minute. In 
theory, the oscilloclast dissipates disease energy by 
eradicating the electrical impulses emitted by the 
disease. Thus when treatments with the machine 
are given, the attachments are placed against those 
parts of the patient’s body which are affected by 
the disease, and the dials are adjusted so as to 
transmit the precise rate of energy which, accord- 
ing to Colson’s “Atlas,” will counteract the disease. 

A number of experts testifying on behalf of the 
People gave their opinions as to the scientific value 
of these two devices. One, a nuclear physicist, said 
that the radioclast would not measure any electro- 
magnetic energy emitted by a piece of dried blood 
for the reason that the radioscope is a closed circuft. 
Furthermore, he said that the power generated by 
the oscilloclast is so minimal that the machine 
would have no more effect than a vigorous rubbing 
of the skin. And a physician who specialized in the 
treatment of cancer said that long-wave radiation, 
as used in the oscilloclast, cannot destroy cancer 
cells or have any effect on cancer. 

On the basis of the above and all the other evi- 
dence in the case, the jury was of the opinion that 
the defendant was in effect guilty of a fraud on 
his patients when he used such a device as the 
oscilloclast and when he held out to them that he 
could cure cancer and other diseases with such a 
device. The court of appeals agreed with the find- 
ings of the jury and affirmed the judgment holding 
the defendant guilty of theft in the treatment of 
patients for cancer, tuberculosis, and other illness 
with an oscilloclast. People v. Schmidt, 317 P(2) 
673, ( Calif., 1957). 
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THE LEISURE CORNER 


A PRIMER ON CAMERAS 


The truth of the ancient Chinese proverb that 
“one picture is worth more than ten thousand 
words” has at no time been more apparent than 
today, as Americans click away with over 60 million 
cameras. 

Photography has been called photogenic draw- 
ing, the pencil of nature, sun painting, sun pictures, 
and shadow catching—all variants from the Greek 
“drawing with light.” 

But photography is not only drawing with light— 
it is modeling or sculpturing with light; it is paint- 
ing with light on film as artists through the ages 
have painted with brush on canvas. Physician artists 
have been noted for accurate delineations of the 
anatomy: Richard Bright, Harvey Cushing, E. L. 
Trudeau, Frank Netter, to name a few. 

The camera has widened the field of art. Today 
more and more physicians, who have been, in their 
comparatively little free time, “Sunday painters,” 
are turning to the photographic form of art. This 
vear, the 20th annual exhibition of the American 
Physicians Art Association, which was held in Jan- 
uary ut the Academy of Medicine in New York, 
included an impressive number of photographic 
entries. 

You may be one of the many who have thought 
that some day you would like to fool around with 
a camera, but have not known just where to start. 
Actually you most likely will not be able to decide 
which camera is best suited to your particular in- 
terest until you have experimented awhile. The 
type of photography you want to do will inevitably 
lead you to the camera that will be just right for 
you. 

The all-important question is what kind of 
photographs would you be most interested in mak- 
ing? Will you be satisfied with snapshots made with 
a simple, inexpensive box camera? Do you aim no 
further than at slightly more difficult interiors and 
portraits? Are you interested in views of scenic 
grandeur, or must your photos also live and 
breathe? Will you be content to take a shot and 
then wait to use up another dozen or two dozen 
exposures to see what you have captured on film, 
or do you want to see what vou have taken im- 
mediately after you have snapped the picture? Is 
photography to be a means of self-expression with 
a never-ending canvas on which you can depict 
landscapes, still life, a carefree day in the country 
or a study of the city streets? Do you want your 
photographs to be formal or candid? These are the 
considerations that will dictate your choice, or 
choices, of a camera, because you may find that 
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eventually you will want more than one camera. 
Let’s take a look at the types of cameras on the 
market to get an over-all picture. 

Box Camera.—This type of camera is very simple 
in construction and is held at waist-level for view- 
ing. It includes a lightproof body of metal or 
plastic, a simple lens with an opening of f/11 or 
f/16, a self-setting shutter fixed at 1/25 second, a 
film-advance mechanism, a colored window to show 
the film exposure number, and usually two window 
and mirror viewfinders—one for horizontal and one 
for vertical exposures. (Focal [f] numbers are used 
to designate the light-gathering power of a lens at 
various diaphragm openings. For instance, an f/11 
lens can gather more light in a given interval than 
f/16 lens and is therefore faster. The larger the 
focal number, the smaller the light intensity. ) 

Even the simplest cameras have internal flash 
synchronization and can be used for making flash 
snapshots indoors or at night. Most models are 
equipped with a setting which allows you to keep 
the shutter open for prolonged exposures. How- 
ever, the fixed lens and slow shutter speed make it 
impossible to take action shots. Because of the 
inexpensive lens, negatives will not be sharp enough 
for extreme enlargement. 

Box cameras are nonadjustable—they do not have 
focusing or exposure controls. You just load it with 
film, aim, and press the button—your photo finisher 
does the rest. All box cameras use roll film, and 
you can get from 6 to 16 pictures on a roll, depend- 
ing on the size of film. 

Simple Reflex Camera.—Another box-type camera 
is the simple reflex camera which differs from the 
regular box camera chiefly in that it has a large 
viewfinder window above the lens and a big, bright 
viewing screen in the top of the camera which 


makes it easier to compose the picture and see. 


exactly what you are getting on film in the size 
of the finished print. Roll film is used and will make 
12 2%-by-2%4-in. negatives. 

Like the box camera, simple reflex cameras usual- 
ly have flash synchronization, and shutter settings 
for relatively fast or prolonged shots. These cameras 
often have additional features not found on the 
simple box camera: a sliding front panel which 
protects the lens when the camera is not in use, a 
built-in close-up lens, and a device to prevent 
double exposure. 

Simple Folding Camera.—This type of camera 
equipped with a lens and a shutter similar to that 
of the box camera folds flat on accordion-like 
bellows when not in use. This protects the lens and 
makes the camera more compact for carrying, 
otherwise there is really no advantage over the 
box type, except that there may be more than one 
lens opening rather than a fixed focus. From 12 to 
16 negatives can be obtained on one roll of film. 
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Adjustable Folding Camera.—The adjustable fold- 
ing camera has faster adjustable lenses that permit 
picture taking with less light, and faster shutters 
to stop action which is beyond the scope of the 
simple camera. 

Because this camera is much more intricate and 
versatile the price range varies widely, depending 
on the lens and shutter. For instance, cameras in 
the medium-price range have lenses of from f/6.3 
to £/3.5 and shutter speeds as fast as 1/100 or 
1/200 second. In the higher price brackets cameras 
are equipped with fast precision lenses and have 
shutter speeds as high as 1/800 second, and include 
refinements such as a coupled range finder for better 
focusing. This type of camera uses a variety of film 
sizes—from 8 2%-by-4%-in. to 16 2%4-by-15s-in. ex- 
posures. 

Twin-Lens Reflex.—The twin-lens reflex is actual- 
ly two cameras in one: a viewing camera on top of 
a taking camera. It is equipped with two lenses 
mounted in a rigid lens board. The lenses move in 
and out in unison when the focusing control is 
adjusted. The viewing-lens image is reflected by a 
mirror to a ground-glass viewing screen on top of 
the camera. It is comparatively easy to focus by 
adjusting the focusing knob until the image looks 
sharp on the ground glass. 

Primarily designed for waist-level viewing, some 
twin-lens reflexes have provisions for eye-level 
viewing. High-quality lenses with openings of up 
to £/2.8 are available. Shutter speeds go as high as 
1/500 second on the more expensive models. Most 
are ilash-synchronized, and take 12 2%-by-2%-in. 
pictures on a roll of 120 or 620 film. 

Because focusing and viewfinding are so easy 
with these cameras they are good for beginners, 
even though the higher-priced models are used by 
many professionals for picture taking under difficult 
conditions. 

Thirty-five-Millimeter Cameras.—The 35-mm. 
cameras have many advantages: they are compact 
and easy to carry; they are equipped with fast 
shutters and lenses; they hold large film loads of 
20 to 36 exposures; and they are convenient for 
color photography. The more expensive types have 
interchangeable lenses for telescopic or other special 
effects. The disadvantages of a 35-mm. camera are 
that the small negative size requires careful 
handling and the large film loads can be a nuisance 
if one wishes to take only a few pictures and see 
results quickly. 

Most 35-mm. cameras, except the less expensive 
makes, are equipped with coupled range finders, 
automatic film-advance and shutter-cocking mech- 
anisms. Prices vary greatly, depending on lens and 
shutter. A typical medium-priced make has an £/3.5 
lens and a shutter with speeds up to 1/200 second. 
The most expensive have lenses of f/1.4 or £/1.5 
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and shutter speeds up to 1/1,200 second. Wide- 
angle or telephoto lenses are also available for 
special purposes. 

Polaroid Land Cameras.—The Polaroid Land 
cameras have introduced “picture-in-a-minute” 
photography, with the tremendous advantage of 
giving results immediately. This eliminates the 
rather common experience in conventional photog- 
raphy of discovering later that vou do not have the 
picture you want, an especially sad situation when 
the pictures missed are vacation shots or family 
gatherings which cannot be retaken. 

And for the busy professional man, pictures-on- 
the-spot have another tremendous advantage in the 
learning stage. The time needed to upgrade your- 
self from a rank beginney to a skilled amateur can 
be greatly shortened by using Land cameras and 
correcting your personal mistakes as you go. Take 
the matter of filters, for example. They improve 
most outdoor pictures, but many amateurs never 
get around to mastering them. Why? Normally, 
when the beginner tries to acquaint himself with 
filters he finds that by the time the roll is finished 
and finally processed, he has forgotten the exposure 
techniques that gave him his best pictures. But 
when he sets up his Polaroid camera and shoots 
several pictures of the same scene, varying exposure 
times after he sees each picture, he quickly learns 
how to get the best results from any particular 
filter. This same see-as-vou-go learning speeds all 
phases of photographic education—flash technique, 
close-ups, even posing people for ordinary snap- 
shots. 

Although Land photography is barely 10 years 
old, there have been so many improvements in both 
cameras and films that the needs of any photogra- 
pher now can be satisfied with the current product 
line. There are relatively inexpensive cameras which 
require only a single setting for both lens openings 
and shutter speed—you simply read a number on 
the meter and set this same number on the camera. 
In the medium-priced range are two other cameras 
which have rangefinders, electronic flash connec- 
tions, and other accessories. 

Stereo Cameras.—The Stereo camera _ evokes 
memories of afternoons at Grandma’s, with the 
stereopticon sessions and hot chocolate with cook- 
ies. This three-dimensional photography, in color 
now, is used for very special occasions and is effec- 
tive with scenic subjects. 

The camera is equipped with two matched lenses 
which take pictures at the same time, each from a 
slightly different viewpoint just as our eyes see a 
scene. After processing, the twin pictures are 
placed in special stereoscopic mounts for viewing or 
projection; the two slightly displaced versions of 
the scene are superimposed on each other in the 
viewers brain and the result is a true stereoscopic 
picture, including all the roundness, solidity, and 
three-dimensional quality of life. 
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Most stereo cameras use 35-mm. film, which 
usually takes 16 stereo pairs on a 20-exposure load 
and 29 pairs on a 36-exposure roll. The camera has 
limited appeal because the matched lenses and 
shutters increase the cost, and the use of the camera 
is limited to those subjects which are peculiarly 
appropriate for stereoscopic pictures. Also, the 
pictures must be placed in a viewer or projected; 
they cannot be viewed otherwise. 

Additional information about any of these types of 
cameras can be obtained from a varietv of sources. 
Many magazines are devoted solely to photog- 
raphy and many volumes have been written about 
photography as a hobby and as a moneymaking 
venture. In fact, entire books, such as “Rollei 
Photography,” “The Twin-Lens Camera Compan- 
ion,” “Leica Manual,” “Pictures-in-a-Minute,” and 
“35-mm. Technique,” have been devoted to each 
type of camera. 

When you select the camera you are most in- 
terested in, write to the manufacturer for full 
descriptive literature, or see your local photography 
dealer. Once you buy a camera, use it and join the 
happy family of physician shutterbugs. 
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The Effect of Solutions of Different Electrolyte Content 
on Living Cells: 16 mm., color, silent, showing time 19 min- 
utes. Prepared in 1956 by George E. Shambaugh Jr., M.D., 
Chicago. Procurable on loan or purchase from Northwestern 
University Medical School, Department of Visual Education, 
303 East Chicago Ave., Chicago 11. 

This film provides an excellent visual demonstra- 
tion of an old physiological axiom, namely, that 
living cells, in order to grow and remain functional. 
must be maintained in an ideal environment. By 
excellent microcinematography, the effects of var- 
ious electrolyte solutions and frank injurious agents 
are demonstrated on several tissues growing in 
tissue culture. Thus, it is shown that isotonic sodium 
chloride solution, when perfusing such tissues as 
skin, cochlear epithelium, and middle ear epithe- 
lium growing in tissue culture, has a definite in- 
jurious effect. This injury is shown by cessation of 
cytoplasmic activity and disruption of structural 
integrity. Ringer's solution has a similar but less 
pronounced effect. The tissues are maintained best 
from a structural and functional viewpoint by Gey’s 
balanced salt solution. The film would be best 
appreciated by those familiar with these techniques 
and thus able to recognize and interpret the subtle 
evidences of toxicity as demonstrated visually. The 
value of the film could be extended by use of longer 
and more detailed explanatory titles or by addition 
of a sound track. 
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INTERNAL MEDICINE 


The Shock Syndrome Associated with Bacteremia 
Due to Gram-Negative Bacilli. Ml. H. Weil and 
W. W. Spink. A. M. A. Arch. Int. Med. 101:184-193 
(Feb.) 1958 [Chicago]. 


The authors studied the clinical features of 400 
patients who were hospitalized at the University 
of Minnesota Hospitals between January, 1950, 
and September, 1955, and from whose blood gram- 
negative enteric bacteria were recovered. There 
was no reasonable doubt that bacteremia was pres- 
ent in 278 of these patients; in 43 patients it was 
complicated by hypotension and the manifestations 
of shock. In 40 of the 43 patients with shock, a 
procedure performed in the hospital was impli- 
cated. This included instrumentation of the lower 
urinary passages in 20 patients, septic complica- 
tions of abdominal, perineal, and pelvic surgical 
interventions in 13 patients, cannulation of a periph- 
eral vein and intravenous administration of fluids 
under unfavorable conditions of sterility in 6 pa- 
tients, and paracentesis in | patient. Signs of sepsis, 
including chills and fever, followed within 48 hours 
of the causative event, and shock appeared about 
12 hours later. Nausea, vomiting, and diarrhea 
usually accompanied the onset of shock. The leuko- 
cyte count and the percentage of neutrophils were 
notably increased. Most patients had significant 
electrocardiographic abnormalities, which in many 
instances made differentiation from shock caused 
by myocardial infarction difficult. It is important 
to obtain a blood culture in patients in whom the 
cause of shock is not apparent. This is of value not 
only for the establishment of a specific diagnosis 
but also for planning optimal antibiotic therapy. 

Twenty-eight of the 43 patients with shock died, 
a mortality rate of 65%, with death occurring at an 
average of 2.7 days after onset of shock. The mean 
duration of the state of shock for the 15 survivors 
was 6 days (12 hours to 26 days), indicating the 
protracted course of this type of shock. Acute renal 
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failure may become a limiting factor during the 
recovery period and was the cause of death in 4 
patients. The prompt use and judicious choice of 
antibiotics are most important aspects of therapy. 
Vasopressor agents and especially metaraminol 
probably promote reversibility of the circulatory 
disturbance and provide effective elevation of the 
blood pressure. Adrenal cortical hormones suppress 
the manifestations of toxemia caused by over- 
whelming infection and may be used to provide a 
period of grace during which infection and shock 
can be controlled. 


Aortic Stenosis. L. Dexter, D. E. Harken, L. A. 
Cobb Jr. and others. A. M. A. Arch. Int. Med. 
101:254-266 (Feb.) 1958 [Chicago]. 


The authors report on 9 men and 4 women, be- 
tween the ages of 39 and 66 years, with pure aortic 
stenosis who were studied clinically and hemody- 
namically by catheterizing the left side of the heart. 
In this study, the critical cross-sectional area of 
the aortic valve was about 25% of the normal size, 
specifically about 0.6 sq. cm. or less (normal size, 
2.6 to 3.5 sq. em.). The cardiac output in aortic 
stenosis was almost uniformly normal or higher 
than normal, even in the face of a high left ven- 
tricular end-diastolic pressure, i. e., left ventricular 
failure. The reason is not readily apparent. This 
is in striking contrast to other central obstructions 
such as mitral stenosis, in which the cardiac output 
is almost uniformly reduced. The main consequence 
of aortic stenosis was left ventricular systolic hyper- 
tension. The highest systolic pressure recorded was 
320 mm. Hg. In these symptomatic patients the 
average left ventricular minute work load was 
about twice normal, and in 1 patient it was about 
6 times normal. This enormous work performance 
was possible through the medium of left ventricular 
hypertrophy, but this study did not reveal at what 
point in the course of aortic stenosis left ventricular 
hypertrophy was revealed by the electrocardio- 
gram. All but 1 patient with a cross-sectional area 
of the aortic valve of 0.7 sq. cm. or less had left 
ventricular hypertrophy  electrocardiographically. 
Eventually, left ventricular failure occurred, as in- 
dicated by a rise of left ventricular end-diastolic 
pressure. 

Since severe aortic stenosis occurs characteristi- 
cally in the older age group, when coronary disease 
is common, it was often impossible to decide clin- 
ically whether anginal pain was due mainly to coro- 
nary disease or to aortic stenosis. Only if severe 


105 
958 
167 


106 MEDICAL LITERATURE ABSTRACTS 


aortic stenosis were detected by catheterization of 
the left side of the heart or if electrocardiographic 
evidence of myocardial infarction were present, 
could a decision be properly made. To increase the 
difficulty, however, considerable coronary disease 
and aortic stenosis may coexist. Anginal pain associ- 
ated with less severe aortic stenosis was considered 
to be produced by the coexisting coronary artery 
disease. In 1 patient with coronary artery disease 
but only mild aortic stenosis, the clinical picture re- 
sembled that of severe aortic stenosis in that anginal 
pain, syncopal attacks, and left ventricular failure 
were present. Aortic stenosis often produced little 
roentgenologic evidence of left ventricular enlarge- 
ment, even when the left ventricular systolic pres- 
sures were high, because hypertrophy is poorly 
reflected roentgenologically. Even with left ventric- 
ular failure, as indicated by a high end-diastolic 
pressure, there was often little left ventricular en- 
largement revealed by the chest roentgenogram, 
presumably because of the relative lack of distensi- 
bility of the heavily hypertrophied muscle. Aortic 
stenosis produced little, if any, enlargement of the 
left atrium, even when there was left ventricular 
failure with increase of the left atrial pressure. 

There was a poor correlation between the sever- 
ity of aortic stenosis and the pulse pressure, dura- 
tion of the brachial arterial systolic upstroke, and 
anacrotism. Although a plateau pulse of the carotid 
artery was found almost uniformly at the advanced 
stage under study, it was absent in 1 patient with 
severe stenosis and it was present in 1 patient with 
mild stenosis. The evaluation of the severity of 
aortic stenosis before the advent of syncope, anginal 
pain, or left ventricular failure has, therefore, not 
been found easy by clinical methods, except by the 
use of catheterization of the left side of the heart. 
With the use of this technique, both pressure and 
flow must be measured in order to ascertain the 
size of the orifice of the aortic valve, either meas- 
urement alone being potentially misleading in its 
assessment. With knowledge of the flow and the 
pressure difference across the aortic valve, the 
cross-sectional area of the aortic valve was found 
to be calculable by the Gorlin formula with a high 
degree of accuracy. 


Transmission of the Common Cold to Volunteers 
Under Controlled Conditions: I. The Common Cold 
as a Clinical Entity. G. G. Jackson, H. F. Dowling, 
I. G. Spiesman and A. V. Boand. A. M. A. Arch. 
Int. Med. 101:267-278 (Feb.) 1958 [Chicago]. 


More than 1,000 young volunteers, most of them 
students between the ages of 20 and 25 years in 
schools of medicine, dentistry, or nursing, sub- 
mitted to nasal instillation of dilute, cell-free, nasal 
secretion from donors with a common cold. Some 
secretions were stored for more than 1 year with- 
out loss of infectivity. Suitable criteria for the 
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recognition of the presence of an experimental 
cold were developed. Findings showed that ex- 
perimental colds developed in about 35 to 40% of 
the volunteers after a single challenge with an in- 
fectious secretion. Neither sex, season, nor the 
source of the different secretions significantly al- 
tered the susceptibility to an experimental chal- 
lenge. The incubation period varied from 24 hours 
or less to 72 hours and was different for secretions 
collected from different donors and in different 
years. Headache, sneezing, chilliness, and sore 
throat were early symptoms of infection. Nasal 
discharge, nasal obstruction, cough, and malaise 
followed the onset by about 48 hours and were the 
severest symptoms. Nasopharyngeal examination 
was of no value in the identification of infected 
persons. The experimental cold was rarely asso- 
ciated with fever, and some of the persons experi- 
mented on showed a transient depression of the 
oral temperature during the early stages of the 
cold. The bacteriological flora of the nose and 
throat neither predisposed to, prevented, nor com- 
plicated experimental infection. 


Thyroid Function and the Metabolism of Iodine in 
Patients with Subacute Thyroiditis. S$. H. Ingbar 
and N. Freinkel. A. M. A. Arch. Int. Med. 101:339- 
346 (Feb.) 1958 [Chicago]. 


The authors studied thyroid function and the 
metabolism of iodine before and after treatment 
in 8 women and 2 men, between the ages of 34 and 
76 years, with subacute thyroiditis. Eight of the 10 
patients were given external irradiation to the thy- 
roid area. The irradiation dose varied between 500 
and 850 r, measured in air. One patient was given 
cortisone intramuscularly. Another received 10 
units of thyroid-stimulating hormone for 3 days. 
These therapeutic regimens were followed by re- 
mission of symptoms. Radioactive iodine studies 
were repeated within 2 to 4 weeks after restoration 
of an apparently normal state. In the 7 patients in 
whom measurements were made of serum pre- 
cipitable stable iodine (PBI'*’) in blood drawn at 
the time the radioiodine studies were performed, 
values for PBI'** before treatment ranged broadly 
between 2.7 mcg. and 16.2 meg. per 100 cc. After 
treatment, normal values for PBI'** were found in 
all patients. Twenty-four-hour thyroidal uptakes of 
radioiodine (I**') were negligible or markedly di- 
minished in all 10 patients before treatment. After 
therapy, values for the thyroidal uptake of I'*! 
were normal in all patients except 1 whose uptake 
after treatment was only 10%; this patient had 
noted an amelioration of symptoms coincident with 
the administration of thyroid-stimulating hormone. 
Normally, during the period between 24 and 72 
hours after the administration of radioiodine the 
concentration of butanol-extractable (BEI'*’) 
in the serum increases, while in all patients with 


Vol. 167, No. 1 


subacute thyroiditis values for BEI '*’ were greater 
at 24 hours than at 72 hours. Concentrations of 
BEI '*' were entirely normal in 6 of 8 patients after 
treatment by irradiation. In all patients given irradi- 
ation, the normal quantitative relationship between 
24-hour and 72-hour values was found. This rela- 
tionship was also normal in the patient who had 
been treated with cortisone, but absolute values 
for BEI‘ after therapy were in the distinctly 
hyperthyroid range. The patient whose improve- 
ment was concomitant with the administration of 
thyroid-stimulating hormone continued to show an 
inversion of the usual relationship between 24-hour 
and 72-hour values for BEI'*', and the 24-hour 
values were in the distinctly hyperthyroid range. 

These findings suggest that during subacute thy- 
roiditis 2 principal abnormalities in thyroid func- 
tion occur. The first is a diminution, although not a 
complete cessation, of hormonal biosynthesis. The 
second is a loss of the storage function of the gland, 
with passage into the circulation of a variety of 
iodinated materials. These functional abnormal- 
ities have been shown to be promptly restored to 
normal after x-ray therapy. Although cortisone has 
proved remarkably effective in controlling the 
symptoms of acute thyroiditis, comparable demon- 
stration of its ability to restore thyroidal function 
to normal has not been reported. 


Course and Prognosis in Rheumatoid Arthritis. 
J. J. R. Duthie, P. W. Brown, J. D. E. Knox and 
M. Thompson. Ann. Rheumat. Dis. 16:411-424 
(Dec.) 1957 [London]. 


Further studies of rheumatoid arthritis have been 
made in a group of patients first reported on in 
1955. At that time the mean duration of follow-up 
was 24.4 months. It was concluded that improve- 
ment after treatment in hospital was reasonably 
well maintained in the majority of patients if med- 
ical and social supervision were adequate. The 
original group consisted of 307 patients. At the 
third and most recent assessment, nearly 6 years 
(67.4 months) after discharge from hospital, 247 of 
the original group remained available; 36 had died 
since discharge; 17 had left Scotland; and 7 had 
defaulted. Twenty-four per cent of the 247 pa- 
tients were able to carry on all normal activities; 
40% were moderately incapacitated; 26% were more 
severely crippled; and only 10% had become help- 
less and dependent on others. There had been re- 
markably little change in the distribution of pa- 
tients, according to the four grades of functional 
capacity, between the first assessment made 2 years 
after discharge and the last assessment nearly 4 
years later. The disease remained moderately ac- 
tive throughout the period of study in about 65% 
of the patients, but the proportion rated as active 
had decreased. At the third assessment nearly 30% 
showed no signs of activity. Of the patients con- 
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sidered eligible for remunerative employment on 
discharge from hospital, 39% were engaged in 
normal employment and 38% in light work at the 
time of the third assessment. Sixty per cent of 
the housewives were able to do all, or all but the 
heaviest, tasks in the home. 

Patients admitted within 1 year of the onset had 
a substantially better prognosis than those admitted 
at a later stage. The prognosis in males was dis- 
tinctly better than it was in females. Patients whose 
disease had run a rapidly progressive course with- 
out remission up to the time of admission did re- 
markably well. These patients had all been ad- 
mitted within the first year, indicating the acute- 
ness of their symptoms. They showed a significant 
advantage, both in terms of reduction of disease 
activity and improvement in functional capacity, 
over other patients admitted in the first year. Pa- 
tients in grade 2 on admission had a better prog- 
nosis than those with more marked impairment of 
function. The grade of disease activity on admission 
gave little indication of future progress. The short 
duration of symptoms was of much greater sig- 
nificance in prognosis than the degree of activity on 
admission. 

Functional capacity on discharge provided a 
reasonably reliable guide to prognosis. Those dis- 
charged in the 2 higher categories maintained their 
functional status reasonably well, whereas only a 
small proportion of those discharged in the lower 
2 grades showed any improvement later on. Sim- 
ilarly, the subsequent course of the disease was less 
severe in patients assessed as inactive on discharge 
than in those in whom the disease was still active 
at this time. When the results of the sensitized 
sheep cell test, performed at the third assessment, 
were related to the course the disease had run since 
admission to hospital, it became clear that the 
group in whom the test was positive had suffered 
more severely than those giving a negative result. 
Age at onset, disease activity, functional capacity, 
erythrocyte sedimentation rate, and hemoglobin 
level on admission proved to be of little or no 
value in predicting the subsequent course of the 
disease. Treatment involving a certain degree of 
risk may justifiably be used if a potentially progres- 
sive and crippling form of the disease can be con- 
trolled or arrested at an early stage. Similar risks 
would not be acceptable for patients in whom the 
disease is destined to run a benign course. 


Recurrence of Hemorrhage from Medically Treated 
Gastric Ulcers: Four-to-Eight-Year Follow-Up of 
Forty-Seven Patients. I. M. Arias, N. Zamcheck and 
W. B. Thrower. A. M. A. Arch. Int. Med. 101:369- 
376 (Feb.) 1958 [Chicago]. 


Thirty-one men and 19 women, between the ages 
of 26 and 86 years, with bleeding gastric ulcers 
were treated medically at the Boston City Hospital 
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between 1948 and 1952. Forty-seven of the 50 pa- 
tients were followed up 4 to 8 years after the bleed- 
ing episode. Nine of these patients had refused 
surgical intervention at the time of their initial 
hospitalization. Only 3 (6%) of the 47 patients had 
recurrent gastric ulcer hemorrhage during the fol- 
low-up period. This finding is in contrast to that of 
previous investigators who reported recurrence of 
hemorrhage from gastric ulcer in 16 to 33% of pa- 
tients followed for 1 to 12 years. Symptoms of 
gastric ulcer recurred in 30 (64%) of the 47 patients. 
Complications of gastric ulcer, such as penetration, 
perforation, obstruction, or intractability, were ob- 
served in 6 patients. There were no cases of gastric 
carcinoma found at follow-up. The view that the 
hazard of recurrent hemorrhage makes surgery 
mandatory for all patients who have recovered from 
benign gastric ulcer hemorrhage is not supported 
by this study. This is particularly true in the older 
patients to whom gastrectomy is both painful and 
dangerous. Early roentgenologic examination and 
gastroscopy are necessary for satisfactory diagnosis 
of many gastric ulcers which may not be apparent 
when examination is delayed. 


Primary Carcinoma of the Liver in France: Obser- 
vation on 25 Cases. |.-P. Benhamou and R. Fauvert. 
Semaine hop. Paris 34:121-134 (Jan. 20) 1958 (In 
French) [Paris]. 


This study on primary cancer of the liver in 
France is based on the cases of 25 patients observed 
among, 25,600 adult patients admitted to 3 public 
assistance medical services in Paris during the 
decade 1947-1956. In all patients the diagnosis of 
primary cancer was based on histological studies; 
in 22 patients it was confirmed at autopsy and in 
the other 3 by puncture biopsy. Twenty-three pa- 
tients had hepatomas or hepatocholangiomas, and 
2 had cholangiomas. In 19 of the 25 patients cir- 
rhosis accompanied the cancer. In France primary 
cancer of the liver is found at 2.36% of autopsies, 
and it represents 10.83% of all cancers so discov- 
ered. This relatively high incidence of primary 
cancer of the liver is due to the frequency of alco- 
holic hepatic cirrhosis in France. Cirrhosis plays an 
important role in the etiology of primary hepatic 
cancer, for cancer is 14 times as frequent in patients 
with cirrhosis as it is in those without cirrhosis. It 
is estimated that 6.4% of hepatic cirrhoses become 
complicated by cancer, and it appears that malig- 
nant degeneration in the course of cirrhosis is more 
frequent now than it was formerly. This is at- 
tributed to the greater age now reached by pa- 
tients with cirrhosis and to the slower progression 
of cirrhosis under the influence of present-day 
methods of treatment. 

Primary cancer of the liver generally presents the 
symptoms of a severe cirrhosis, but the correct 
diagnosis is suggested by severe pains in the hypo- 
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chondrium on the right, by pulmonary metastasis, 
and by acute, spontaneous hemoperitoneum. The 
biochemical aspects of primary cancer of the liver 
are similar to those of cirrhosis. Nevertheless, the 
discovery of alkaline hyperphosphatasemia or of 
hypoglycemia has some diagnostic value. The defi- 
nite diagnosis of primary cancer of the liver is gen- 
erally made only at autopsy. In the few cases in 
which the diagnosis was made before death, it was 
recognized from puncture biopsy or in the course 
of exploratory laparotomy. The therapeutic possi- 
bilities in cancer of the liver are extremely limited, 
chiefly owing to the fact that the lesion is usually 
extensive when discovered and because of the fre- 
quency of an associated cirrhosis. Surgical treat- 
ment is possible only in the rare cases in which 
the malignant tumor is limited to 1 lobe and in 
which cirrhosis is absent. 


Structural Aspects of Primary Epitheliomas of 
Liver in Man: A Study of 26 Cases Observed in 
France. L. Orcel. Semaine hop. Paris 34:135-151 
(Jan. 20) 1958 (In French) [Paris]. 


Primary cancer of the liver is not exceptional in 
France, for 22 of the 26 patients studied by the 
author were observed in the course of 4 years in 
the department of pathological anatomy of 1 hos- 
pital. To these 22 cases (13 of which belonged to 
the cases of the 25 patients mentioned in the pre- 
ceding report), the author adds 4 other cases ob- 
served by him elsewhere. Of the 26 primary epi- 
theliomas of the liver, 21 were malignant hepa- 
tomas, 3 were malignant cholangiomas, and 2 were 
hepatocholangiomas. From the macroscopic point 
of view it appears that the distinction between 
massive and nodular tumors is rather artificial, 
since in reality the neoplastic masses that are the 
most voluminous result from the confluence of 
rather small foci. The cirrhosis associated with 86% 
of the cases of cancer of the liver varies in type, 
but generally it is macronodular. Histological and 
histogenetic studies suggest the unity of hepatoma 
and cholangioma, because these 2 malignancies 
may be associated in the same tumor. It appears 
that the histological aspects of epithelial tumors of 
the liver are related to the metaplastic phenomena, 
representing a functional adaptation to the biolog- 
ical conditions different from the normal. 

Extensions and metastases are frequent, particu- 
larly the extensions of hepatomas into the portal 
veins. Malignant cholangiomas most often are 
“lymphophilic.” These metastases often differ re- 
gionally; thus, the hepatocellular aspects predomi- 
nate in the lymph node metastases (even if the 
hepatic tumor is a malignant hepatoma). The le- 
sions of sclerous hepatitis that are associated with 
primary epitheliomas of the liver may be classified 
into 2 categories: (1) secondary reactive sclerosis 
either around or inherent in the neoplasm; (2) true 
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cirrhosis which may be nodular or diffuse and 
which precedes the cancer chronologically. It 
seems likely that the nodule of cirrhotic regenera- 
tion constitutes a favorite territory for the develop- 
ment of cancer and that the latter would result 
from a regional change involving all the tissue 
components of the segment. This idea of canceriza- 
tion of certain zones is applicable to cancer without 
cirrhosis which is initially localized in the periportal 
and paraportal regions. The growth of the tumor 
results more from the confluence of the initial foci 
subsequent to successive exacerbations than from a 
destructive eccentric growth connected with an 
exuberant proliferation. This establishes a_ true 
unity in the evolution of the neoplastic processes 
of hepatobiliary tumors. 


Comments on Present-Day Dietetic Therapy in 
Acute Hepatitis and Cirrhosis. R. Fauvert and J.-P. 
Benhamou. Semaine hop. Paris 34:152-157 (Jan. 20) 
1958 (In French) [Paris]. 


Dietetic treatment has traditionally played an 
important role in hepatic diseases, but whereas 
earlier authors recommended a diet high in sugar 
and low in fats and in proteins, more recently 
some investigators have placed emphasis on a high- 
protein content, to which lipotropic factors are 
generally added. These opposing views have given 
rise to a critical evaluation of the strict, yet con- 
stantly changing diets. The authors evaluate die- 
tetic measures in acute hepatitis, in cirrhosis with- 
out and with ascites, and in hepatic coma. They 
show that the diet of a patient with acute hepatitis 
is dictated by the course of the disease. At the 
onset there often exist nausea and anorexia, which 
result in a quantitatively reduced diet. When the 
appetite returns, a calorically adequate, well-bal- 
anced diet, as appetizing as possible, should be 
provided. It is useless to impose a hypercaloric 
diet, rich in proteins and low in fat. Alcohol in any 
form should be forbidden. 

The diet in cirrhosis not complicated by ascites 
or hepatic coma must be adequate, providing at 
least 2,000 calories daily. It must also be well 
balanced, including normal amounts of protein, 
tat, and sugar. There is no need of an excessive 
amount of protein, a reduction in fats, or the addi- 
tion of lipotropic factors such as choline or me- 
thionine. The total prohibition of alcohol, however, 
is indispensable. The diet of patients with cirrhosis 
and ascites should be as low in sodium as possible, 
containing less than 100 mg. of sodium chloride 
per day. This sodium restriction must be continued 
for a long time. In patients with hepatic coma or 
precoma, a high-protein diet and the administration 
of methionine might cause aggravation rather than 
improvement. A diet low in protein is advisable 
and should be continued for several months in 
order to avoid recurrences of hepatic coma. 
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The Aetiology of Primary Hyperoxaluria. H. E. 
Archer, A. E. Dormer, E. F. Scowen and R. W. E. 
Watts. Brit. M. J. 1:175-181 (Jan. 25) 1958 [London]. 


The authors report on a 22-year-old man and an 
11-year-old girl with primary hyperoxaluria, a rare 
disease characterized by progressive bilateral cal- 
cium oxalate urolithiasis, nephrocalcinosis, and re- 
current infection of the urinary tract. Experimental 
studies were carried out in these 2 patients in an 
attempt to determine whether they excreted super- 
normal amounts of oxalate in the urine after the 
ingestion of this anion. Other experiments were 
carried out to test indirectly the concept that gly- 
cine is the precursor of at least some of the oxalate 
which these patients excreted. The latter experi- 
ments comprised a study of the effect of a low- 
protein diet, the administration of large doses of 
sodium benzoate, and the administration of large 
amounts of glycine on the excretion of oxalate in 
the urine. A limited number of comparable obser- 
vations were made on 2 normal persons. 

The magnitude and the time course of the in- 
crease in the urinary oxalate excretion associated 
with sodium oxalate feeding closely resembled that 
found in comparable experiments with normal per- 
sons, although both patients in contrast to the 
normal persons had shown grossly increased excre- 
tion of oxalate in the urine on repeated determina- 
tions made before the oxalate feeding experiments. 
These findings suggest that the persistently high 
excretion of oxalate in the urine of patients with 
primary hyperoxaluria is not due to excessive gas- 
trointestinal oxalate absorption, nor does it ap- 
pear, according to the present state of knowledge, 
to result from a low renal oxalate threshold. Deple- 
tion of the free glycine metabolic pool lowered the 
urinary oxalate excretion temporarily in the pa- 
tients with primary hyperoxaluria. It is suggested 
that this finding is compatible with the hypothesis 
that at least some of the primary oxalate in pa- 
tients with primary hyperoxaluria is derived from 
glycine, and that there may be a failure to degrade 
this amino acid normally by way of glyoxylate to 
formate and carbon dioxide in these patients. 


Evaluation of Uricosuric Agents in Chronic Gout. 
M. A. Ogryzlo and J. Harrison. Ann. Rheumat. Dis. 
16:425-437 (Dec.) 1957 [London]. 


Experience gained during the past 7 years with 
the prolonged administration of probenecid demon- 
strated that continuous therapy with a uricosuric 
agent in effective doses is the only practical method 
at present available for preventing complications 
and morbidity in patients with chronic gout. The 
present study was undertaken in order to compare 
a number of uricosuric agents in the treatment of 
patients with chronic gout. Evaluation was made 
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on the basis of their efficiency in the following 
respects: (1) stimulating an increased excretion of 
uric acid in the urine; (2) lowering the serum 
uric acid concentration; (3) sustained action over 
prolonged periods; (4) prevention of attacks of 
gouty arthritis; and (5) toxicity. The following 
agents were studied: probenecid (Benemid), phe- 
nylbutazone (Butazolidin), thiophenylpyrazolidine 
(G25671), sulfoxyphenylpyrazolidine (G28315), ace- 
tylsalicvlic acid (Aspirin), and ethyl biscoumacetate 
(Tromexan). 

All the drugs were administered in divided doses 
throughout the 24 hours. Many of the patients 
received courses of more than one drug in the 
period under study. The observations included a 
number of short-term studies in a metabolic unit 
on controlled diets as well as prolonged adminis- 
tration without dietary control to patients on the 
general medical wards or in the outpatient clinic. 
The uricosuric effect, suppression of recurring at- 
tacks of acute gouty arthritis, and clinical improve- 
ment in the chronic gouty manifestations were 
distinctly superior with the 2 new phenylbutazone 
derivatives, G25671 and G28315. Per unit of weight, 
they were, respectively, about 3 and 6 times as 
potent as probenecid, both in lowering the level of 
the serum uric acid and in increasing the urinary 
excretion of uric acid. This uricosuric action ap- 
peared to be well sustained over periods of 3 to 
12 months. No serious toxic manifestations were 
noted in the patients studied, although this possi- 
bility must be kept in mind. 


Systemic Lupus Erythematosus an_ Increasing 
Problem: A Clinical Survey of 35 Cases. D. L. Thur- 
man, E. C. Toone Jr. and J. H. Vaughan. Vir- 
ginia M. Month. 85:71-74 (Feb.) 1958 [Richmond]. 


This paper records the clinical patterns estab- 
lished in 35 patients with systemic lupus erythe- 
matosus who were observed over a 5-year period 
(1951-1956) at the Medical College of Virginia. 
The diagnosis was clearly defined in 32 patients, 
while in the other 3 patients L. E. cells were 
found although the clinical features were atypical. 
The age of onset ranged trom 13 to 63 years. The 
initial manifestations of systemic lupus  erythe- 
matosus were quite varied: 19 patients gave a his- 
tory of joint involvement as the initial symptom, 
2 of dermatitis, 2 of pyuria and hematuria, 2 of 
malaise, 1 of chest pain, 1 of alopecia, 1 of chills, 
1 of anemia with jaundice, and 1 of Raynaud’s phe- 
nomenon. In 5 instances the initial symptom could 
not be ascertained. Fever is the most consistent 
manifestation of systemic lupus erythematosus, and 
all these patients gave a history of having had 
fever either continuously or intermittently. Twenty- 
four patients had experienced appreciable weight 
loss prior to diagnosis. 
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The absence of L. E. cells did not exclude the 
disease if other characteristic symptoms were pres- 
ent. Many signs indicated that the disease involves 
primarily the connective tissues with many and 
varied clinical manifestations of the joints, the kid- 
nevs, the central nervous system, the hematolog- 
ical components, the heart, the skin, the lungs, the 
gastrointestinal tract, and the lymph nodes. Pul- 
monary and renal involvement was associated most 
often with a fatal outcome. A thrombocytopenia 
was not correlated with a palpable spleen in this 
series of patients. Leukopenia was associated with 
an exacerbation of the disease in the majority of 
these patients. Systemic lupus erythematosus was 
not associated with an elevated blood pressure un- 
less renal involvement with nitrogen retention was 
present. 


An Analysis of 2000 Consecutive Sigmoidoscopic 
Examinations. |. A. de Jestis-Sanjuan, F. Hernandez- 
Morales, J. M. Torres-Gomez and J. A. Freire. Bol. 
Asoc. med. Puerto Rico 49:241-247 (July) 1957 (In 
English) [Santurce, Puerto Rico], 


Two thousand consecutive sigmoidoscopic ex- 
aminations were performed at the Patricio 
Hospital of San Juan, Puerto Rico, between 1950 
and 1956. All the patients were adult men, most of 
them between the ages of 25 and 50 years. The ex- 
amination was performed for the purpose of verify- 
ing a diagnosis of suspected colonic lesions. The 
patients were either living in an area that was 
endemic to Schistosoma mansoni or had signs or 
symptoms of esophageal varices, liver dysfunction, 
spider hemangiomas, splenomegaly, gastrointestinal 
disorders, hemorrhoids, diarrhea or dysentery, rectal 
bleeding, or constipation. The conditions most fre- 
quently found were hemorrhoids, polyps, shigello- 
sis, fissures, papillitis, carcinoma, and nonspecific 
ulcerations. Sixty-one patients had rectal polyps, 
and 15 had cancer (14 cases of carcinoma and 1 of 
lymphoma). One of the patients with cancer was 
transferred from another hospital, because the re- 
sults of a biopsy of a lymph node specimen at the 
neck showed metastases of adenocarcinoma. Most 
of the patients with cancer were over 60 years of 
age. Cancer was within the reach of the examining 
finger in 11 of the 15 patients. Carcinoma was as- 
sociated with polyps in 2 patients. A comparison 
of the results of the sigmoidoscopic examination 
in the subjects of this report with those reported 
from American sources showed that the incidence 
of polyps and carcinoma in Puerto Rico is lower 
than the incidence in the United States. The Amer- 
ican patients in the report taken for comparison 
were asymptomatic, whereas the Puerto Rican pa- 
tients were suffering from gastrointestinal disor- 
ders which led to the sigmoidoscopic examinatien. 
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Paranasal Transet p idal Hypophysec- 
tomy in Metastasizing Carcinoma of the Breast. 
F. Escher, F. Roth and H. Cottier. Schweiz. med. 
Wehnschr. 88:49-56 (Jan. 18) 1958 (In German) 
[Basel, Switzerland]. 


Hypophysectomy in patients with metastasizing 
breast carcinoma aims at exclusion of the tumor- 
growth-promoting hormones, that is, steroids of the 
ovary and of the adrenal cortex as well as prolactin 
(mammotropin) and the growth hormone of the 
hypophysis. The authors used the nasal approach to 
the hypophysial region. They regard Chiari’ para- 
nasal transethmoidosphenoidal hypophysectomy as 
the best method. An incision into the internal angle 
of the left eye is followed by resection of the lateral 
wall of the nose and by ethmoidectomy, and this by 
resection of the posterior end of the septum and 
opening of the sphenoid sinus. Then follow exact 
topographic localization of the sella, under roent- 
genologic control, and thinning and removal of the 
anterior wall and base of the sella. Aspiration tubes 
are inserted into the sphenoid sinus through the 
right nostril, the course of the dural vessels is iden- 
tified, and a transverse or crosswise incision § is 
made. Then the protruding hypophysis is removed 
with the aid of raspatory, angular spoons and a 
sphenoid-scoop punch. This method is much less 
trying for the patient than is transcranial hypophy- 
sectomy. 

The authors used this paranasal transethmoido- 
sphenoidal method in 26 patients, many of whom 
were in extremely poor general condition, and yet 
there was no surgical mortality from this operation. 
Complete removal of hypophysial tissue should be 
attempted, although neurosurgeons, such as Olive- 
crona and Pearson, maintain that this is rather 
difficult. The authors did not succeed in removing 
all the hypophysial tissue in the first 11 patients, 
but in 11 of the last 15 patients they did accomplish 
this. However, patients in whom the removal is not 
complete may react favorably to the hypophysec- 
tomy. The extent of the removal can be ascertained 
by hormone studies. Complete exclusion of the 
hypophysis can be assumed if the 24-hour elimina- 
tion of 17-ketosteroids amounts to less than 2 mg., 
if the elimination of follicle-stimulating hormone is 
not detectable, if the basal metabolic rate is minus 
20% or less, in the presence of a protein-bound 
iodine content of less than 3.5 meg. per 100 cc. and 
with iodine-tracer studies indicative of hypothy- 
roidism. The results are more favorable with com- 
plete than with subtotal removal of the hypophysis. 
The effects of hypophysectomy were most notice- 
able in the bone metastases, but even if there are 
no objective signs of remission, there is usually a 
considerable reduction in pain. No influence was 
exerted on metastases of the liver and the brain. 
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Contrary to the experiences of other investigators, 
the authors observed no correlation between the 
patient’s age and the effectiveness of the hypophy- 
sectomy. Substitution therapy in patients with total 
hypophysectomy requires the daily administration 
of 12.5 to 25 mg. of cortisone and 50 to 100 mg. of 
desiccated thyroid. The dose of cortisone must be 
increased under conditions of stress. 


Carcinoma of the Base of the Tongue. L. A. Passa- 
lacqua. Bol. Asoc. méd. Puerto Rico 49:268-276 
(July) 1957 (In English) [Santurce, Puerto Rico]. 


Thirty-six patients who had carcinoma of the 
base of the tongue were treated in the Veterans 
Administration Center, San Juan, Puerto Rico, dur- 
ing the years 1947 to 1956, inclusive. They were 
divided into 3 groups from the point of view of 
treatment: 11 patients received irradiation alone; 
4 patients were treated by surgical means only; and 
21 patients had surgery and irradiation. Squamous- 
cell carcinoma was diagnosed microscopically in 35 
patients, and in 1 patient the tumor was a huge 
rhabdomyosarcoma. Nineteen tumors were of type 
1 or type 2, 9 were of type 3, and a report on the 
tvpe of the tumor was not made in 8 cases. The diag- 
nosis in all these patients was made by the history, 
physical findings, direct laryngoscopy, and anatomi- 
copathological tissue examination. At the _ first 
examination, 7 patients did not have palpable 
metastases, 27 had unilateral metastases, and 3 had 
bilateral metastases. Of the 11 patients who had 
radiotherapy alone, 6 died during the first year 
after radiotherapy and 1 during the second year. 
Four patients are living, all of them having re- 
ceived radiotherapy less than 1 year before appear- 
ance of this report. Surgery alone was instituted in 
4 patients. Three patients are still living 2 years 
after the operation, and 1 patient died 2 years after 
the operation. Radiotherapy was followed by sur- 
gery in 5 patients. One died 3 vears after the treat- 
ment. The other 4 patients are still living, 1, 1 year, 
2, 2 years, and 1, 6 years after treatment. The pa- 
tient who is living 6 years after the operation had 
a lobectomy for a solitary metastasis in the lung 4 
years after the operation, and he has remained well 
during these 2 years after the lobectomy. Primary 
surgery consisting of a l-stage resection of the pri- 
mary lesion plus block dissection of the cervical 
metastases, followed by a full course of radiation, 
was performed on 12 patients. Seven patients are 
still living, 2, 1 year, 2, 2 years, 2, 3 years, and 1, 
6 years after the operation and irradiation. The 
deaths of 5 patients occurred 1, 2, 3, 4, and 6 years 
after the treatment. The reported results confirm 
the claim that the treatment of carcinoma of the 
tongue consists of surgery and radiotherapy, no 
matter whether surgery is first and radiotherapy 
next, or vice versa. If the lesion is well differen- 
tiated and not extensive, a l-stage resection of the 
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primary lesion plus block dissection of the cervical 
lymph nodes is performed, and this is followed 
soon afterward by a full course of radiation. If the 
lesion is highly undifferentiated and extensive, the 
procedure is the reverse. 


Thyroidectomy: One Thousand Cases. A. Pryde. 
M. J. Australia 1:66-69 (Jan. 18) 1958 [Sydney]. 


The mistakes made in the course of 1,000 con- 
secutive thyroidectomies performed by the author 
between 1943 and 1955 are discussed. Commenting 
on the incision, he emphasizes the value of a barely 
visible scar. Injection of local anesthetic fluid into 
a blood vessel was subsequently followed by con- 
vulsions and unconsciousness in | patient, in whom 
the precaution of aspirating before injection must 
have been omitted. The woman had no recollection 
of the accident, and the operation proceeded. In 
one patient the trachea was accidentally opened; 
closure was carried out at once without complica- 
tion. Dissecting the thyroid from the trachea with 
a knife, while the patient’s head is extended over a 
pillow, involves this danger; less extension and the 
use of scissors make for greater safety. Forceful 
pulling of the thyroid medially with pressure of a 
retractor on the deep lateral aspect of the gland 
could cause damage to the recurrent nerve. This 
was presumably the reason for its occurrence in 
2 of the 3 patients in this series in whom paralysis 
of 1 vocal cord was observed postoperatively. In- 
terference with the sympathetic chain producing 
Horner's syndrome occurred 4 times. In 1 of these 
4 patients the syndrome still persisted 12 months 
later. The author suspects that in this case he tied 
the sympathetic chain in mistake for the inferior 
thyroid artery. He has made it a rule not to tie 
anything that is not pulsating. 

Spasm of the vocal cords occurred on several 
occasions. The use of muscle relaxants relieves the 
spasm almost immediately. Pneumothorax occurred 
twice, and in one instance it was traced to the 
needle in the lower pole. Injection of the lower 
pole has been discarded since then. Postoperative 
tetany occurred 14 times. All patients responded to 
calcium therapy. Tying both inferior thyroid ar- 
teries is not considered as a predisposing factor to 
tetany. Bleeding deep in the wound required its 
reopening in 10 of the patients. The chief signs are 
increasing swelling, tenderness, and discomfort. It 
is better to reopen the wound early rather than to 
delay. Rarely is a bleeding point found. The wound 
is packed, the ends of the gauze strips being 
brought out through a gap between the skin clips. 
Tracheotomy became necessary on 2 occasions, 
when bleeding within the wound had been diag- 
nosed but reopening had been delayed. Trache- 
otomy relieved the situation, and the patients 
recovered without further complication. 
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The usual postoperative course is for the wound 
to be well healed on the 6th day. Occasionally a 
cloudy serous collection was released on the 4th 
or the 5th day, and the patient’s stay in the hos- 
pital was prolonged a day or 2. In 2 cases the col- 
lection was frankly purulent, and healing was 
delayed some days. The occurrence of gross exopth- 
thalmos some months after operation in 2 patients 
is not regarded as the result of errors; the causa- 
tion of this condition is still obscure. The pyramidal 
lobe of the thyroid gland is present in about 1 in 10 
cases. If a portion is left at operation, it will en- 
large. The author had this happen several times in 
earlier cases. It is essential to remove the whole of 
this lobe. Many recurrent nodules in the pyramidal 
lobe respond to thyroid therapy and rapidly be- 
come smaller, but they never entirely disappear. 
Those that do not respond may require excision if 
they are unsightly. On several occasions the por- 
tion of the thyroid gland left at operation did be- 
come enlarged. The treatment of the recurrence is 
the same as of the pyramidal enlargement. Post- 
operative crises occurred in 6 patients; 3 of these 
occurred before the use of thiourea. One of the 6 
patients died; the others recovered with suitable 
treatment. The mortality rate for the 1,000 patients 
was 0.7%. The cause of death in each of the 7 pa- 
tients was different. In only 3 were there signs of 
toxicity before operation. The other 4 had the fol- 
lowing factors in common: the patients were women 
in the middle-age group; the goiters were nodular 
and were of many years’ duration; the goiters were 
moderately large, of an average weight of 200 Gm., 
and were situated deeply; and all the patients had 
some pressure symptoms. The histories of the 7 
patients who died are presented. 


The Rationale of Thyroidectomy for Hashimoto’s 
Thyroiditis: A Premalignant Lesion. W. F. Pollock 
and D. H. Sprong Jr. West. J. Surg. 66:17-20 (Jan.- 
Feb.) 1958 [Portland, Ore.]. 


In the last 5 years 30 cases of Hashimoto's thy- 
roiditis were diagnosed at Santa Monica Hospital, 
and in the last 24 years 22 cases were detected at 
Saint John’s Hospital. In this group of 52 patients, 
there were 6 in whom malignant thyroid tumors 
were found in association with Hashimoto's thy- 
roiditis. The 6 patients were women. In none was 
the preoperative diagnosis completely correct. The 
operations were done because of fear of malignancy 
in a nontoxic nodular goiter. Hashimoto's thy- 
roiditis was not diagnosed preoperatively in any of 
the patients. In 4 patients lymph nodes in the area 
were removed, and 3 nodes revealed metastatic 
malignancy. 

The discovery of six malignant tumors among 52 
cases of Hashimoto's thyroiditis gives an incidence 
of 11% malignancy. This agrees with previously re- 
ported figures of 12 and 13%. This incidence of 
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malignancy in goiters containing Hashimoto's thy- 
roiditis constitutes a definite indication for surgery. 
Exploration of goiters thought to contain Hashi- 
moto’s thyroiditis is preferable to needle biopsy 
because of greater diagnostic accuracy, greater 
therapeutic benefit from extirpation and decom- 
pression of trachea and esophagus, and evaluation 
of regional lymph nodes. Hashimoto's thyroiditis 
is a premalignant lesion for which surgery is defi- 
nitely indicated. 


Tumours of the Parotid Gland: A Histological 
Study and Results of Combined Surgical and Ra- 
diological Treatment. S. Bruzelius, E. Cederquist, 
F. Linell and F. Bergman. Acta. chir. scandinav. 
114:1-9 (No. 1) 1957 (In English) [Stockholm]. 


The authors report on 180 patients with parotid 
tumors treated by combined radiologic and surgical 
therapy between 1935 and 1950. The tumors were 
classified histologically according to the system of 
Foote and Frazell. This classification also is useful 
for planning the treatment. Of the 180 patients, 
131 had mixed tumors, 14 had mucoepidermoid 
tumors, another 14 had adenocarcinoma, 4 had 
papillary cystadenoma lymphomatosum, and 17 had 
unclassified tumors. One hundred eighteen pa- 
tients had benign mixed tumors, and 49 had ma- 
lignant tumors of different types. The remaining 13 
patients had cystadenolymphomas and benign un- 
classified tumors which healed without complica- 
tions, and there were no recurrences. Of the 118 
patients with benign mixed tumors, 81 received 
primary combined surgical and irradiation treat- 
ment at the University Hospital of Lund, Sweden, 
and were followed up for 5 to 18 years; there were 
no recurrences. Seventeen patients had been treated 
primarily at other hospitals and were referred to 
the University Hospital of Lund for recurrences. 
They were given combined surgical and irradiation 
treatment. Fifteen of the 17 patients did not have 
recurrences, but 2 did. These 2 patients were re- 
operated on and were given subsequent irradiation 
therapy; they then remained free from recurrences 
for 8 and 11 years respectively. Permanent paresis 
of the facial nerve occurred in 9 of the patients who 
received combined therapy. Delayed healing was 
noted in 19 patients, and salivary gland fistulas 
which healed spontaneously occurred in 6 patients. 

The principles of treatment employed were as 
follows. Except for superficial tumors readily mov- 
able under the skin, surgical treatment was _ pre- 
ceded by telegamma treatment. Surgical interven- 
tion was carried out 3 to 4 weeks later through an 
incision long enough to permit identification of the 
facial nerve and extensive removal of the tumor. 
The surgical specimen was subjected to histological 
examination by the pathologist in the course of the 
intervention. If the diagnosis was one of benign 
mixed tumor, radium tubes were placed in the 
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wound cavity. No change in these principles of 
treatment is considered to be indicated. Of the 49 
patients with malignant tumors, 21 had recurrences 
on one or more occasions. The disease was fatal in 
18 patients, and death occurred within 5 years in 
14 of them. The treatment consisted of extirpation 
of the tumor with preoperative and postoperative 
irradiation. Because of the less encouraging results, 
the method of treatment was modified to total 
parotidectomy with neck dissection followed later 
by external radiotherapy. 


Resection of Tuberculous Remaining Kidney: Two 
Cases. O. H. Hansen. Ugesk. lager 119:1640-1644 
(Dec. 19) 1957 (In Danish) [Copenhagen]. 


In the 2 cases presented, nephrectomy had pre- 
viously been performed in one kidney because of 
renal tuberculosis. At the time of the operation no 
roentgenologic changes were demonstrable in the 
other kidney. Tubercle bacilluria persisted, how- 
ever, in both cases, and roentgenologic signs of 
tuberculosis in the upper pole of the remaining 
kidney appeared. In spite of intensive chemother- 
apy bacilluria continued, and aggravation was 
demonstrated in both cases. Resection of the upper 
third of the remaining kidney was done, although 
the first patient was resistant to streptomycin ther- 
apy. The postoperative course was uneventful ex- 
cept for transient hypertension in the second 
patient. The usual examinations showed no reduc- 
tion of renal function. After the resection no tu- 
bercle bacilli were found in the urine. 


Melena and Hematemesis as Symptoms of Rupture 
of the Liver. F.-K. Morl. Zentralbl. Chir. 82:2051- 
2054 (Dec. 14) 1957 (In German) [Leipzig, Ger- 
many]. 


Ruptures of the liver as the result of abdominal 
trauma caused by a dull force are usually on the 
surface of the liver. Shock, hemorrhage, and es- 
cape of bile into the abdominal cavity are the lead- 
ing symptoms. It is not so well known, however, 
that melena or hematemesis may occur, sometimes 
as a late symptom, in central rupture of the liver. 
The occurrence of tar stools after such injuries 
becomes understandable when it is considered that, 
when torn lesions occur in the intrahepatic vessels 
or when bleeding results from central hepatic ne- 
crosis, the bile passages are opened simultaneously, 
so that blood can enter them, as well as the intes- 
tine, and subsequently appears in the feces or in 
the vomitus. The author presents the history of a 
6-year-old girl who had sustained a severe impact 
on the upper abdomen. Operation 5 hours after the 
accident disclosed a rupture on the surface of the 
right lobe of the liver, which was repaired, and 
this was followed by temporary improvement. 
Later, tar stools were noted and red blood was also 
found in the stools, and there were repeated bouts 
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of hematemesis. Despite repeated operations, the 
child died, and only autopsy disclosed the central 
hepatic rupture, a large cavity filled with detritus, 
and parenchymal necroses, deep in the liver. The 
bile ducts of the liver, the gallbladder, and the 
choledochus were filled with coagulated blood. 

Although reports in the literature do not give a 
clear answer as to how this child might have been 
saved from death by hemorrhage, the author found 
reports of 17 similar cases in which melena re- 
sulted from central hepatic rupture. He mentions 
Spector's report (1957) on the successful ligation of 
the hepatic artery on the right in a patient with 
post-traumatic melena. He feels that, while this 
measure could be effective in other patients, it pre- 
supposes unilaterality of the lesion and recognition 
of the correct side. Furthermore, central hepatic 
rupture may involve not only branches of the 
hepatic artery but also those of the portal vein or 
of hepatic veins, that is, vessels from which hemor- 
rhage could not be controlled by ligature of a 
branch of the hepatic artery. 


Polycystic Kidneys and Cerebral Aneurysms: Ob- 
servations on 3 Cases. J. Brihaye and N. Toppet. 
Acta clin. belg. 12:462-476 (Sept.-Oct.) 1957 (In 
French) [Brussels]. 


The frequency of intracranial hemorrhages in 
patients with polycystic kidneys is well known, but 
there is no agreement as to their cause: whether they 
are due only to arterial hypertension of renal origin; 
whether they are caused by rupture of an aneurysm, 
the formation and development of which are also re- 
lated to arterial hypertension; or whether perhaps 
the aneurysmal vascular malformation is contempo- 
raneous with the polycystic renal deformity. The 
authors present the histories of 3 personally ob- 
served patients, ranging in age from 29 to 44 years, 
in all of whom autopsy confirmed the association of 
polycystic kidneys and cerebral aneurysm. These 3 
patients were found among 32 patients with cere- 
bral aneurysm. It is the opinion of the authors that 
renal polycystic disease should be considered as a 
dysplastic disorder, which belongs to the large 
group of encephalosplanchnic malformations, one 
form of which is characterized by the association of 
polycystic kidneys with cerebral aneurysm. Nu- 
merous clinical observations indicate that these 2 
elements have the same congenital and dysplastic 
character. 

The arterial hypertension, which is produced by 
the polycystic renal defect, plays only an accessory 
role in the development of the cerebral aneurysm; 
however, on meeting the lesser resistance in the 
parietal zone, the aneurysmal pouch may increase 
in caliber and then burst. Intracranial hemorrhage 
is a frequent complication in patients with poly- 
cystic kidneys, and it may cause death long before 
arterial hypertension becomes severe. On the basis 
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of cases studied in detail, it can be stated that intra- 
cranial hemorrhage in most of these cases is con- 
nected with one or several aneurysms. Conse- 
quently, it appears advisable to inquire into the 
possible existence of a cerebral aneurysm in all 
patients with polycystic disease of the kidneys. 
Cerebral angiography will disclose the presence 
and location of the cerebral aneurysm and will per- 
mit the evaluation of therapeutic possibilities. Sur- 
gical treatment might take the form of ligation of 
the carotid artery at the level of the neck or liga- 
tion of the aneurysm itself. 


Treatment of Perforated Gastric or Duodenal UI- 
cers: Report of 102 Cases Treated by Simple Suture. 
H. J]. Thérmer and K, A. Weber. Zentralbl. Chir. 
82:2047-2051 (Dec. 14) 1957 (In German) [Leipzig, 
Germany]. 


The authors performed simple suture in 102 pa- 
tients with perforated ulcers, not only in patients in 
whom there was a contraindication to primary re- 
section but also in patients who would have toler- 
ated such an operation. Seventy-one (69.6%) of the 
patients in whom the perforation was repaired by 
simple suture subsequently required a resection. 
The question is raised whether it is possible to de- 
cide between the advisability of simple suture or 
primary resection when the patient is first seen. 
Primary resection is advisable in the presence of 
pyloric stenosis, of a chronic callous ulcer, or of 
carcinoma, which can usually be detected by in- 
spection and palpation. The choice between simple 
suture or resection is more difficult in patients with 
so-called acute ulcer, because these patients fre- 
quently do not have a predisposition to recurrent 
ulcer but are “occasional” ulcer patients, who gen- 
erally state that they have had no ulcer symptoms 
prior to the present attack and that the perforation 
was a surprise. There is no method available which 
definitely establishes the presence of an acute ulcer, 
for there are also chronic ulcers which do not pro- 
duce symptoms before perforation. 

Nevertheless, the previous history is of decisive 
importance in the choice between primary resec- 
tion and simple suture. Among 22 patients in whom 
thorough questioning did not reveal previous ulcer 
symptoms, 15 were rendered free from complaints 
by simple suture, whereas 7 required resection sub- 
sequently. Of 54 patients who had an ulcer history 
extending over a period of 1 to 10 years, 44 re- 
quired a subsequent resection, and of 26 patients 
with an ulcer history of 11 to 20 years, 20 required 
subsequent resection. Treating a perforated ulcer 
only by suturing has the disadvantage not only that 
subsequent resection is required in many patients 
but also that a second perforation or a repeated 
hemorrhage is rather frequent in these patients. 
Another disadvantage is that in patients with a 
chronic ulcer there exists the danger of malignant 
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degeneration. Furthermore, the mortality rate for 
simple suturing must be added to that for the sub- 
sequent resection. Statistical reports on large num- 
bers have demonstrated that the mortality from 
primary resection, despite the fact that it is a more 
extensive operation, is not higher than that from a 
simple suture, provided that the patients have been 
selected properly. 

On the basis of the follow-up examinations, the 
authors now prefer primary resection to simple 
suture and carry out this last intervention only 
under the following conditions: in severe shock, in 
the presence of extensive peritonitis, in patients for 
whom more than 6 to 12 hours have elapsed since 
the perforation, and in patients on whom extensive 
operations are contraindicated by such conditions as 
decompensated heart disease, severe coronary in- 
sufficiency, myocardial infarction, tachyarrhythmia, 
and coma. Modern methods of anesthesia, of pre- 
venting shock, of replacing electrolytes and blood, 
and of postoperative care make it possible for older 
persons to withstand primary resection about as 
well as do younger patients. The authors found that 
simple suture was adequate in only 2 of their pa- 
tients over 60 vears of age, whereas 7 of these pa- 
tients required subsequent resection. The selection 
of a surgical method for perforated ulcer depends 
not so much on the age of the patient as on the 
type of ulcer. 


Acute Cholecystitis: I. The Changing Characters of 
the Disease During the Last Sixteen Years. O. Ols- 
son and Y. Edlund. Acta chir. scandinav. 114:25-39 
(No. 1) 1957 (In English) [Stockholm]. 


The authors report on 895 patients with acute 
cholecystitis who were operated on in the surgical 
department of the Sahlgrenska Hospital in Gothen- 
burg, Sweden, between 1940 and 1955. Two hun- 
dred fifty-eight patients were operated on during 
the first half of this 16-year period, and 637 were 
operated on during the second half. An analysis of 
the data for these 2 groups of patients shows that 
the character of acute cholecystitis has changed in 
several respects during the period of investigation. 
A high rectal temperature and pronounced abdomi- 
nal tenderness were more common among patients 
in the first 8-year period, frequently requiring emer- 
gency operation. The relative incidence of acute 
cholecystitis showed a greater increase among men 
than among women. Acute cholecystitis in recent 
years appeared to be more common among patients 
aged less than 40 years than it was in the earlier 
period. A larger number of patients had more than 
1 attack of biliary colic preceding the operation 
during the second 8-year period than during the 
first 8-year period. Stones impacted in the cystic 
duct and colorless bile in the gallbladder were 
more common in recent years than in earlier years. 

The finding of the more common occurrence of 
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high rectal temperature and more pronounced ab- 
dominal tenderness in the first 8-year period, sug- 
gesting that acute cholecystitis is less severe now 
than it was in earlier years, may in part be attrib- 
utable to the fact that patients are hospitalized 
sooner after the onset of the disease than they 
were in earlier days. The surgeon's selection may, 
therefore, have affected the composition of the 
series in this respect. But all the other findings can 
scarcely have been influenced by changes in the 
indications for surgical intervention or by altered 
principles in the district served by the hospital. One 
may assume that the character of acute chole- 
cystitis has changed, but one cannot yet express any 
opinion as to the cause underlying this change. 


Primary Carcinoma of the Duodenum. L. Skalleberg. 
Acta chir. scandinav. 114:18-24 (No. 1) 1957 (In 
English) [Stockholm]. 


The author reports on 3 patients, 1 a 48-year-old 
man and 2 women aged 51 and 72 years, respective- 
ly, 2 of whom had primary carcinoma of the duode- 
num, and | had a malignant tumor of the duode- 
nojejunal flexure. The man had vomited blood and 
gastric contents several times on the 2 days before 
admission and had had mild dyspepsia for several 
preceding weeks. Laparotomy was performed the 
next day. A hard mass was palpable in the superior 
part of the duodenum, infiltrating the head of the 
pancreas. Bleeding continued, and the patient died 
the same night. An adenocarcinoma arising from 
the duodenal mucosa and infiltrating the pancreas 
was revealed at autopsy. The younger of the 2 
women had had a gastric ulcer since she was 23 
years old. Four days before admission the patient 
complained of nausea and vomited. The day before 
admission she had repeated attacks of convulsion. 
She complained of cramp-like pains in the muscles. 
X-ray examination with the aid of a barium meal 
showed a healed gastric ulcer and a rigid area 
of narrowing in the distal part of the duodenum 
close to the duodenojejunal flexure. Resection of 
the involved segment of intestine, with end-to-end 
anastomosis between the duodenum and the jeju- 
num, was performed. Pathological examination of 
the surgical specimen showed a constricting papil- 
lomatous tumor with central necrotic ulceration; 
microscopically the tumor showed hyperplastic 
duodenal mucosa with infiltration of papillomatous 
tumor tissue, in some places with duodenal gland 
formation. The patient made an uneventful recovery 
and was in good health when last seen 17 month 
after the operation. The second woman was ad- 
mitted to hospital with a history of periods of vom- 
iting lasting several days in the course of the pre- 
ceding 3 months. Her symptoms were aggravated 
by solid food. Roentgenologic examination revealed 
a delayed evacuation of the stomach and upper 
part of the duodenum of 8 hours’ duration. The 
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contrast medium stopped abruptly at the duodeno- 
jejunal junction where a constricting area could be 
seen. A resection of the involved segment of the 
intestine was performed, with end-to-end anasto- 
mosis between the duodenum and the jejunum. 
Microscopic examination of the surgical specimen 
revealed adenocarcinoma infiltrating all layers of 
the intestinal wall but without involvement of the 
lymph nodes. The patient made an uneventful re- 
covery but died of peritoneal metastasis 13 months 
after the operation. 

Attention is drawn to the symptomatology, which 
may be nonspecific. The importance is stressed of 
including primary duodenal carcinoma in the dif- 
ferential diagnosis of cases in patients presenting 
with symptoms referable to the upper intestinal 
tract. Emphasis is placed on x-ray examination as 
an essential diagnostic aid, with the patient recum- 
bent or in the right and the left lateral position. 
Small amounts of thick barium should be used, 
especially to rule out the extension of the process. 
Both treatment and prognosis are influenced by the 
late onset of symptoms and by the difficulty in 
diagnosing what still remains a rare condition. 


Acute P branous Enterocolitis. 1. Becker 
and D. Brayton. West. J. Surg. 66:1-8 (Jan.-Feb.) 
1958 [Portland, Ore.]. 


Acute pseudomembranous enterocolitis is a rela- 
tively rare, predominantly fatal disease which 
usually appears postoperatively but which may 
also occur in nonsurgical patients. After an un- 
eventful postoperative course of several days’ dura- 
tion or after the administration of antibiotics for 
some days, malaise, nausea, vomiting, abdominal 
distention, and fever develop. These symptoms are 
followed by a fulminating diarrhea of copious wa- 
tery stools and by severe shock. The diarrhea and 
shock prove resistant to therapy. The patient be- 
comes progressively dehydrated, lethargic, and 
comatose. Death ensues after a relatively short 
period. The severity of the disease is variable. 
Typical membranes may be passed with stools or 
vomitus. The characteristic lesion may be seen by 
sigmoidoscopy. The roentgenogram of the abdomen 
shows the gas pattern of an adynamic ileus. The 
blood cell count usually reveals a moderate leuko- 
cytosis with a marked increase in nonsegmented 
neutrophils. The blood culture is negative. The 
pathological lesion is a fibrinous gray-yellow mem- 
brane which covers the mucosa in large areas or in 
patches. It separates relatively easily and reveals 
an ulcerated congested mucosa underneath. Most 
commonly, the small intestine and the colon are 
affected. 

The histories of 6 patients with this disease 
treated during the past 5% years are presented to 
illustrate the clinical findings, diagnosis, and ther- 
apy. One case is of special interest in that the dis- 
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ease appeared on 2 separate occasions after widely 
different stress situations. The various etiological 
possibilities are enumerated with reference both 
to the literature and to the cases at hand. The 
morphology of this disease is not pathognomonic of 
a particular etiological agent but is rather a general 
reaction of the intestine to various insults. Over- 
growth of Staphylococcus aureus organisms in the 
intestinal tract is probably not the basic etiological 
mechanism in many of the cases. 


NEUROLOGY & PSYCHIATRY 


A Potent Central Analgesic, 2,2-diphenyl-3-methyl- 
4-morpholino-butyryl-pyrrolidine in Dextrose Solu- 
tion (R 875): Its Application in Neurology. G. Boudin 
and J. Barbizet. Presse méd. 66:131-134 (Jan. 25) 
1958 (In French) [Paris]. 


Animal experiments carried out by Janssen and 
co-workers showed that the analgesic effect and the 
therapeutic range of 2,2-diphenyl-3-methyl-4-mor- 
pholino-butyryl-pyrrolidine in dextrose (R 875) 
make it the most active of the analgesic drugs 
known today that have a low toxicity. The authors 
tested the effect of R 875 on the threshold of per- 
ception of pain in normal persons. After the ad- 
ministration of 10 mg. of R 875, the sensitivity to 
such stimuli as pinching of the skin, of the nails, 
and of the testes, which as a rule are painful, was 
reduced, with some of the persons tested having 
less pain and some having no pain whatsoever. In 
an attempt to measure the rise of the pain threshold 
induced by R 875, the appearance of the threshold 
of the sensation of burning and the time of the ap- 
pearance of pain caused by cold were determined 
after the administration of R 875. Temperatures of 
60 to 65 C (140 to 149 F) were tolerated without 
any pain in contrast to the appearance of the sen- 
sation of burning at a temperature of 50 C (122 F) 
without a preceding administration of R 875. Numb- 
ness of the fingers from exposure to cold, which 
may occur within 20 to 40 seconds in normal per- 
sons, was considerably delayed by the administra- 
tion of R 875. 

Clinical experience with more than 100 patients 
with various painful conditions revealed the favor- 
able action of the drug on meningeal pain in 
patients with meningeal hemorrhage, acute menin- 
gitis, and headache secondary to pneumoencepha- 
lography and on radicular and truncal pain in 
patients with polyradiculoneuritis, polyneuritis, 
sciatic hyperalgesia, and pain resulting from can- 
cer. But the most remarkable effect of R 875 was 
observed in patients with pain which up to now 
proved to be refractory to any medical treatment. 
The drug was particularly effective in patients with 
pain elicited by the posteroinferior nucleus of the 
thalamus, in those with facial neuralgia, in those 
with phantom pain after amputation, in those with 
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neuralgic pain from herpes zoster, and in patients 
with tabetic crisis. R 875 was then given to 8 pa- 
tients with psychalgia in whom a diagnosis of cenes- 
thopathia associated with depression had been 
made. In these patients the drug proved to be 
ineffective; it was tolerated badly and the cenestho- 
pathia frequently was increased. Thus, the effec- 
tiveness of the drug in patients with organic 
syndromes contrasted with its complete ineffective- 
ness in those with psychalgia. 

R 875 may be administered orally or subcuta- 
neously; the intravenous route of administration is 
contraindicated because of the risk of respiratory 
accidents. Certain undesirable side-effects of the 
drug, such as malaise, nausea, vomiting, and oc- 
casionally drowsiness, require care in administering 
it; rest in bed is advisable, at least for the initial 
phase of the treatment. 


A Study of the Hearing Level Following Severe 
Poliomyelitis. R. Batson and F. McConnell. A. M. A. 
]. Dis. Child. 95:139-145 (Feb.) 1958 [Chicago]. 


The authors report on 37 selected, extensively 
paralyzed patients, between the ages of 5 and 37 
years, with poliomyelitis who underwent detailed 
audiological assessment in order to determine the 
precise status of auditory acuity. The audiograms 
obtained from these patients were compared with 
those obtained during the same period from 2 
groups of young adults without poliomyelitis. Near- 
ly all the pure-tone thresholds in the patients with 
poliomyelitis departed from the zero decibel ref- 
erence level by more than 10 db., indicating some 
depression of hearing acuity as compared with the 
levels in the control subjects, which adhered ex- 
tremely closely to the zero decibel reference level, 
denoting normal threshold of audibility. Inspection 
of the pure-tone and speech thresholds in the pa- 
tients with poliomyelitis revealed that more than 
75% (28 patients) showed at least a slight depression 
of acuity which would be considered deviant from 
the norm. Numerous factors were considered in an 
effort to clarify the causative significance of the re- 
duction in sensitivity to auditory stimuli in the pa- 
tients with poliomyelitis. Factors such as age, sex, 
and possible drug therapy were not thought to 
influence these results. It was believed that de- 
pressed hearing responses could not be attributed 
to emotional disturbances or lethargy accompany- 
ing serious illness, since the patients gave oral re- 
sponses to speech-hearing tests which required 
more physical energy than the effort required for 
signaling in response to pure-tone stimuli. It was 
found that the duration of disability did not corre- 
late well with the extent of hearing loss. Several 
patients who were ambulatory and others who were 
in a wheelchair throughout the day demonstrated 
the same defect. A significant correlation, however, 
was observed between loss in hearing and loss in 
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vital capacity, in that patients with marked decrease 
in vital capacity were apt to show significantly 
greater hearing loss. The significance of this is not 
clear, and it may be only a reflection of the severity 
of the disease in a particular patient. Because there 
are many other clinical symptoms more distressing 
to the patient and the physician, and since com- 
munication with such patients is usually at close 
range, reduction in sensitivity to auditory stimuli 
can be easily overlooked even when it reaches mod- 
erate proportions of severity. The causative signifi- 
cance of this finding is not clear. 


A New Group of Psychotomimetic Agents. L. G. 
Abood, A. M. Ostfeld and J. Biel. Proc. Soc. Exper. 
Biol. & Med. 97:483-486 (Feb.) 1958 [Utica, N. Y.]. 


A group of piperidyl benzilates possessing anti- 
cholinergic properties were recently synthesized as 
possible antispasmodics in the treatment of duode- 
nal ulcer. In the course of therapeutic trials, it was 
found that the tertiary amine hydrochlorides of the 
benzilate esters, although active anticholinergics, 
produced undesirable side-effects, particulary hal- 
lucinations. The quaternary ammonium salts, on 
the other hand, were entirely devoid of such effects. 
The authors recently obtained a series of such sub- 
stances and examined their psychotomimetic effects 
on animals and human subjects. The psychotogenic 
effects of the N-methyl-3-piperidy] benzilate and 
related congeners were tested on more than 40 
human volunteers. Although some of the patients 
had limited knowledge of the psychotogenic action 
of the drugs, the majority of the subjects were com- 
pletely unaware of their nature. All the agents were 
tested for their behavioral effects on animals, in- 
cluding some 30 Siamese fighting fish, 50 rodents, 
and 5 cats. The action of these agents on the Si- 
amese fighting fish is comparable to the action de- 
scribed for lysergic acid diethyl amide (LSD) by 
Abramson. In rodents there were marked behavioral 
changes, such as initial excitement and marked 
hyperactivity, spontaneous squealing, lack of re- 
sponsiveness to stimuli, muscular weakness, and 
lethargy. 

The compounds proved to be extremely powerful 
hallucinogens, in many respects more interesting 
than LSD and mescaline. When administered in 
oral doses of 5 to 15 mg. to human volunteers, dis- 
tinct auditory and visual hallucinations occurred 
within 1 hour in every individual and recurred 
periodically for periods up to 10 hours after ad- 
ministration of the drug. Hallucinations were ac- 
companied by gross distortions of visual images 
and severe alterations in feeling state. A number of 
subjects exhibited paranoid and megalomanic de- 
lusions, while the affective states ranged from a 
feeling of unpleasantness to extreme terror. Some 
of the subjects actually carried on conversations 
with imaginary individuals involving situations dat- 
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ing back 10 to 20 years. The subjects receiving 10 
mg. (orally) of N-methyl-3-piperidyl benzilate were 
in complete loss of contact with the environment for 
many hours while experiencing dramatic visual and 
auditory hallucinations. In many respects these 
anticholinergic agents come closer to simulating 
clinical psychoses than do mescaline and LSD. Of 
all the compounds tested for hallucinogenic proper- 
ties, N-Methyl-3-piperidyl benzilate is the most 
potent, with the N-ethyl derivative being somewhat 
less effective. The tetramethyl derivative is consid- 
erably less effective than the N-ethyl derivative. 
The quaternary derivative is devoid of psychoto- 
genic effects. As for the antispasmodic potency, al- 
though the 3 substances possessing psychotogenic 
properties are perhaps the most potent, the remain- 
ing compounds are still quite effective. 


Recurrence of Glioma of Cerebral Hemispheres: 
Histological Features and Therapeutic Possibilities. 
I. Papo and R. Tritapepe. Minerva chir. 12:1443- 
1446 (Nov. 30) 1957 (In Italian) [Turin, Italy]. 


A second surgical procedure was performed on 
34 patients with a recurrent supratentorial glioma. 
At the first operation this tumor appeared to be an 
astrocytoma in 7 patients, an oligodendroglioma in 
7, a glioblastoma in 16, and a changing type of tu- 
mor in 4. Histopathological changes from astrocy- 
toma to glioblastoma were observed in 1 patient 11 
months after the first operation. It is possible, how- 
ever, that areas of glioblastoma were originally 
present. Atypical areas were found in sections of 
the oligodendroglioma in 4 patients, who were 
operated on, from 35 to 103 months after the first 
operation. This phenomenon could justify the dif- 
ferentiation of the oligodendroglioma. The imma- 
ture and atypical features of glioblastoma became 
more evident at the second operation. A type 
of glioma, which originally appeared to be oligo- 
dendroglioma with atypical areas, changed into 
glioblastoma in 1 patient 25 months after the first 
operation. 

The longest postoperative survival period in pa- 
tients with astrocytoma was 19 months, in those 
with oligodendroglioma 21 month, in those with 
glioblastoma 26 months, and in those with a 
changing type of glioma 6 months. The authors 
point out that in most instances there is reappear- 
ance of the symptoms of glioma rather than its re- 
currence. Astrocytoma and olivodendroglioma often 
change into glioblastoma. There is no evidence to 
show whether this is due to the intrinsic character- 
istics of the tumor, to the surgical intervention, or 
to the x-ray therapy. A gradual higher degree of 
malignancy seems to develop even in those gliomas 
which did not originally present a neoplastic struc- 
ture. Surgical therapy, with rare exceptions, affords 
no benefit to patients with recurrent glioblastoma 
but may be considered in patients with recurrent 
astrocytoma and oligodendroglioma. 


J.A.M.A., May 3, 1958 


GYNECOLOGY & OBSTETRICS 


Induction of Ovulation in the Human: Therapeutic 
and Diagnostic Importance. H. S. Kupperman, 
]. A. Epstein, M. H. G. Blatt and A. Stone. Am. J. 
Obst. & Gynec. 75:301-309 (Feb.) 1958 [St. Louis]. 


The authors explain on the basis of a diagram 
the current status of knowledge of the normal 
cyclic functioning of the pituitary-ovarian axis. A 
defect or alteration in any one of this normally 
sequential series of interactions can result in men- 
strual irregularities, ovulatory failure, and/or amen- 
orrhea. It was felt that specific hormone therapy 
in properly selected cases of failure of ovulation 
might artificially trigger the defective ovulatory 
mechanism. Since the proposed therapy theoreti- 
cally was to be specific for an isolated defect in 
ovulation, patients with other hormonal imbalances 
that secondarily influence the pituitary-ovarian axis 
were not included in the series. The patients who 
were euthyroid with normal adrenal function and 
who menstruated fairly regularly or who men- 
struated after therapy with progesterone and 
showed an absence of pregnanediol with a flat 
basal body temperature were judged as having 
ovulatory failure and fulfilled the criteria estab- 
lished for the “potentially responsive” cases. Those 
whose only endocrinopathy was failure of ovulation 
received 20 mg. of conjugated estrogens (equine), 
administered intravenously as a single dose, not 
sooner than the 18th day of the menstrual cycle. Of 
the 40 patients treated, 31 were barren, and 9 were 
either single women with menstrual irregularities 
or married women practicing contraception. 

Nine pregnancies resulted among the 17 infertile 
patients in whom ovulation was induced after no 
more than 2 injections of estrogens given intrave- 
nously at intervals determined by the patients’ own 
basal body temperature charts. The history of in- 
fertility in the 9 women in whom treatment resulted 
in pregnancy ranged from 2 to 7 years. One of the 
nonpregnant patients had her first spontaneous 
ovulatory menses in 3 years in the cycle subsequent 
to the menses induced by estrogens given intra- 
venously. Three other patients with a history of 
only infrequently occurring spontaneous ovulatory 
menses also had normal 28-day cycles for 1 period 
after that induced by estrogen. Moreover, 4 of the 
9 pregnancies occurred during the cvcle subsequent 
to the estrogen-induced ovulatory response. The 
negative responses were due to mechanical inabil- 
ity of the ovaries to respond to pituitary stimula- 
tion, i. e., polycystic ovaries of the Stein-Leventhal- 
like syndrome, where the thickened fibrous tunica 
presents a mechanical barrier to ovulation. Surgical 
exploration with bilateral ovarian wedge resection 
was advised in § of 12 infertile patients who were 
negative responders. In each of the 8 patients op- 
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erated on, the diagnosis of polycystic ovaries was 
confirmed. The conclusion is reached that in an- 
ovulatory women, with normal or medically cor- 
rected thyroid and adrenal function, ovulation may 
be induced by triggering the release of luteinizing 
hormone with a single large intravenous dose of 
conjugated estrogens. The early diagnosis of sur- 
gically correctable ovulation defects may be made 
on the basis of absence of an ovulatory response to 
this therapy. 


Viral Hepatitis and Pregnancy. M. Pirinoli. Semana 
méd. 64:1304-1308 (Dec. 26) 1957 (In Spanish) 
[Buenos Aires]. 


Forty-three pregnant women with pregnancies of 
between 4 and 8 months’ duration and with viral 
hepatitis were observed at the Maternity Hospital 
of Cordoba City. Fourteen patients out of the 43, 
admitted in coma at different periods of evolution 
of the disease, spontaneously delivered premature 
babies (8 of whom died between the first day and 
the first week after birth). A woman in the 7th 
month of pregnancy spontaneously delivered a 
fetus which had died in utero. A woman in the 4th 
month of pregnancy had a spontaneous abortion. 
A therapeutic abortion or else a therapeutic parturi- 
tion was induced in 5 women. On a woman who 
entered the hospital in deep coma, a cesarean sec- 
tion was performed, which resulted in saving the 
life of the patient, but the baby died 48 hours after 
birth. The 14 women who were admitted in coma 
at different periods of the disease presented 3 well- 
defined syndromes which have made it possible to 
classify the patients into 3 groups. Six of the 7 pa- 
tients who died had prodromal symptoms of severe 
infection before the appearance of coma. In this 
first group the liver was reduced in size, and coma 
was preceded by convulsions, tremor, and delirium. 
Coma was deep, with pupillary rigidity, frequently 
irregular pulse and subnormal temperature, and 
final fever. The metabolic and anatomicopathologi- 
cal changes in these patients were severe. Six of the 
7 patients who survived coma had had jaundice for 
2 to 4 weeks before the appearance of coma. In this 
second group there were no other prodromal symp- 
toms. The size of the liver did not change. Coma 
developed gradually and then became deep. The 
third group of 2 patients had acute yellowish atro- 
phy of the liver; one died. The author concludes 
that viral hepatitis is severe in pregnant women and 
may cause acute massive necrosis of the liver. The 
only possibility of saving a patient under these 
threatening conditions is to stop pregnancy as soon 
as a diagnosis is reached. There is a group of clues 
for an early diagnosis, namely, slowness of sedi- 
mentation rate of erythrocytes, subnormal values 
for fibrinogen, and marked dysproteinemia. Hyper- 
cholesterolemia and urinary crystals of leucine and 
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tyrosine indicate a poor prognosis in the direction 
of insufficiency of the liver, but these signs appear 
only in rare cases. 


On the Problem of the Immunobiological Relation- 
ships Between the Human Mother and Fetus: II. 
Determination of Antigen Groups in Amniotic 
Fluid. L. S. Volkova. Bull. Exper. Biol. & Med. 
(Translation from the Russian) 41:965-968 (Nov.) 
1956 [New York]. 


The author studied 197 specimens of amniotic 
fluid and the same number of blood specimens, 
obtained from corresponding mothers and newborn 
infants, regarding the presence of antigens of groups 
A, B, and AB. Neither antigen A nor antigen B was 
found in 39 specimens of amniotic fluid, and the 
blood specimens obtained from the newborn in- 
fants were also free from group antigens, while the 
blood of the mothers belonged to different blood 
groups. The presence of antigens A, B, and AB was 
established in the remaining 158 amniotic fluid 
specimens, and here also complete correspondence 
between the grouping of the amniotic fluid and the 
blood grouping of the newborn infants was found. 
These data suggest that the amniotic fluid of man is 
differentiated into groups and contains antigens 
which are identical with the blood-group antigens 
of the fetus (newborn infant). In no case were 
hemagglutinins found in the amniotic fluid which 
were lacking in the blood of the newborn infant, 
or vice versa. 

The discrepancy between the author's findings 
and those of other investigators, who were not al- 
ways able to find hemagglutinins in the amniotic 
fluid, is explained by the difference in the methods 
used to study the amniotic fluid. With consecutive 
dilution of the standard serums by the same sample 
of tested amniotic fluid, the most complete re- 
covery of antibodies was obtained by the author. 
This technique, as well as the use of amniotic fluid 
in comparatively low dilutions or undiluted, permits 
the recovery of even small amounts of the group 
substances which are present in the amniotic fluid. 
In determining the quantitative content of the 
group substances in the amniotic fluid, it was es- 
tablished that the quantitative content is consider- 
ably greater than the amount of hemagglutinins 
which are present in the blood serum of the new- 
born infants and noticeably greater than those in 
the serum of the mothers. The quantitative differ- 
ences among the group antigen contents of the 
amniotic fluid and the blood serums of the new- 
born infants and the mothers indicate that the 
group antigens of the embryonic fluids do not 
originate from the blood of the mother or the fetus. 
Group antigens of the amniotic fluid, like the fluid 
itself, form as a result of the secretory activity of 
the amnion, whose glandular structure has been 
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confirmed conclusively. The presence of a large 
amount of group antigens in the amniotic fluid, 
which are identical with the blood-group antigens 
of the child, can play a significant role in the im- 
munobiological relationships between the mother 
and the fetus. When there is serologic incompatibil- 
ity between mother and child, the group substances 
in the amniotic fluid may agglutinate the corre- 
sponding isoantibodies of the mother’s blood and 
protect the child’s system from possible injury by 
this means. 


Local Hydrocortisone Therapy of Vaginal and 
Vulval Pruritus. R. S. Finkler. Am. J. Obst. & 
Gynec. 75:319-321 (Feb.) 1958 [St. Louis]. 


The effect of locally applied hydrocortisone on 
genital pruritus was studied in 40 consecutive fe- 
male patients seen in office practice. The complaint 
of pruritus was associated with a heterogeneous 
group of disorders, but the hydrocortisone was 
used primarily in an attempt to alleviate the 
pruritus, and the results were evaluated accord- 
ingly. The patients ranged in age from 17 to 74 
years, with a median age of 47. Most of these 
women had a history of previous and largely un- 
successful therapy directed toward relief of the 
pruritus. Vaginal tablets containing 10 mg. of 
hydrocortisone were given to the patient with in- 
struction to insert a tablet deep into the vagina 
once daily. In more severe cases, 1 tablet twice 
daily was prescribed for the first 2 or 3 days, after 
which the dosage was reduced if possible. In 31 
of the 40 patients pruritus was practically elimi- 
nated, and in 3 others some benefit was ultimately 
achieved. 

Undesirable effects of hydrocortisone therapy 
were absent. In no case was there any evidence of 
systemic absorption with its attendant complica- 
tions, nor was there any sign of local irritation due 
to the hydrocortisone or its vehicle. Relief of 
pruritus usually occurred dramatically within the 
first 24 hours of treatment; it is noteworthy that, 
while the duration of therapy in half of the pa- 
tients was 10 days or less, there was no return of 
pruritus when hydrocortisone was withdrawn ex- 
cept in 3 instances, in each of which the patient 
had been treated for 10 days or longer. Hydro- 
cortisone therapy appeared to be equally effective 
in all age groups. Neither the onset of the meno- 
pause nor senile atrophic changes in the genitals 
were correlated with detectable differences in re- 
sponse. The author concludes from this trial of 
vaginal tablets containing hydrocortisone that this 
therapy is a safe and uniformly effective method of 
relieving genital pruritus in women; when it is 
combined with therapy effective against the under- 
lying cause of the disorder, it can achieve com- 
plete and lasting relief in most cases. 


J.A.M.A., May 3, 1958 


PEDIATRICS 


Cortisone and Salicylates in Chronic Relapsing 
Rheumatic Carditis. J. Lorber, K. S. Holt, J. Rendle- 
Short and R. S. Illingworth. Ann Rheumat. Dis. 
16:481-484 (Dec.) 1957 [London]. 


The authors describe the response to combined 
cortisone and salicylate treatment of 6 children, 5 
girls and 1 boy, who had 1 or more previous at- 
tacks of rheumatic fever. There had been con- 
tinuous rheumatic activity for several months be- 
fore hormone treatment was instituted, and all the 
patients had gross cardiac damage. All 6 children 
received cortisone or prednisolone in association 
with salicylates, either until 3 consecutive weekly 
normal erythrocyte sedimentation rates had been 
obtained or for longer periods if considered neces- 
sary. Taking relapses into account, these 6 children 
have received so far 14 courses of combined treat- 
ment. Three children responded promptly and did 
not suffer relapse. Two children responded well, 
but their condition relapsed several times as soon 
as treatment was discontinued. In 1 child the re- 
sponse, as measured by the erythrocyte sedimenta- 
tion rate, was doubtful, and hematemesis developed 
as a result of treatment. 

There is no doubt that combined cortisone and 
salicylate therapy improved the general health of 
these children. It could hardly be expected that 
long-existing cardiac lesions would regress under 
treatment, and, in fact, no such improvement oc- 
curred. In spite of the prolonged rheumatic activity, 
however, there was no deterioration in the state of 
the heart in any case. The response to treatment, 
as judged by the erythrocyte sedimentation rate, 
was not as uniformly satisfactory as in children 
treated in their first attack, although the initial 
response was satisfactory in 5 of the 6 children. The 
marked tendency to relapse was disappointing. It 
may be that these relapses occurred because the 
disease was so well established in these chronic 
cases that therapy could only be suppressive and 
not curative. It is suggested that combined therapy 
is a useful method in children with smoldering 
rheumatic carditis but that the duration of treat- 
ment may have to be prolonged. 


A Study in the Transmission of Maternal Anti- 
bodies. H. I. B. Atkins. Brit. M. J. 1:187-190 (Jan. 
25) 1958 [London]. 


The incidence of gastroenteritis, bronchitis with 
bronchopneumonia, and otitis media was recorded 
in 2 groups of female children who were studied 
with the long-term object of determining the rela- 
tionship of breast feeding to breast cancer. The 
534 female infants in the first group were known 
never to have received human milk, and an equal 
number of infants in the other group were breast- 
fed. Gastroenteritis occurred in 22 infants of the 
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first group and in 21 of the second group; bron- 
chitis and bronchopneumonia occurred in 60 in- 
fants of the first group and in 49 of the second 
group; and otitis media occurred in 11 children in 
each of the 2 groups. The slightly increased inci- 
dence of bronchitis and bronchopneumonia among 
the children in the “milkless” group was statistically 
insignificant. These results suggest that breast feed- 
ing has no effect on the incidence of these diseases. 
The incidence of the zymotic fevers, such as 
measles, rubella, chickenpox, pertussis, and epi- 
demic parotitis, was likewise recorded in the 2 
groups of female infants and proved to be strikingly 
similar. There also was no significant difference be- 
tween the age incidence in the 2 groups for these 
diseases. These observations support the view that 
antibodies to the zymotic fevers, like antibodies to 
pyogenic infections, are not transmitted in man by 
way of the colostrum or in the maternal milk. The 
anatomic and biochemical evidence is described in 
support of the view that in man antibodies are 
transmitted from mother to offspring in utero. 


Prednisone in the Treatment of Allergic Diseases 
in Children. S. J. Levin and P. Adter. A. M. A. J. 
Dis. Child. 95:178-184 (Feb.) 1958 [Chicago]. 


The authors report on 85 children, 55 boys and 
30 girls, between the ages of 2 and 17 vears, with 
acute allergic states who were treated with predni- 
sone. Fifty-five of these patients had bronchial 
asthma, 11 had atopic dermatitis, 5 had perennial 
allergic rhinitis, 13 had seasonal pollinosis, and 1 
had urticaria. In patients over 5 years of age, treat- 
ment was started with 10 to 20 mg. of prednisone 
in divided doses for the first 4 days, and subse- 
quently the dose was decreased to 5 mg. on the 
5th day and to 2.5 mg. per day for 2 more days. In 
younger children, less prednisone was used initial- 
ly, and the dose was reduced in a fashion similar 
to that practiced in the older children. Eighteen 
of the 55 patients with asthma thus far required 2 
courses of the drug, 5 required 3 courses of the 
drug, and 1 patient is on continuous maintenance 
therapy. 

Prednisone for short-term therapy has been uni- 
formly excellent for alleviating acute episodes of 
various allergic states, thus facilitating earlier al- 
lergic investigation or enabling long-term desensi- 
tization therapy to continue uninterrupted. The 
short-term use of this drug has been almost com- 
pletely free of the undesirable side-effects, includ- 
ing excessive weight gain and hypertension, noted 
with the older steroid preparations. Especially in 
the short-term use of prednisone, low-sodium diets 
and the supplemental use of potassium are not 
necessary. Reports by other workers on serious un- 
toward reactions associated with the long-term use 
of prednisone an other steroids in the treatment of 
allergic diseases in children suggest that the long- 
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term use of these drugs should be reserved for the 
exceptional and extremely rare patients with in- 
tractable asthma or other chronic, debilitating al- 
lergic state. Even in such patients, thorough and 
persistent efforts to uncover and treat specific and 
nonspecific causes should be continued, so that 
eventually steroid therapy can be terminated. Since 
this paper was submitted, 4 children with severe 
bronchial asthma were treated with prednisone, 
1 of whom required treatment for 4 weeks, 2 for 6 
weeks, and 1 for 3 months, 2.5 to 5 mg. of the drug 
being administered twice daily after the patients 
had initially received higher doses. No undesirable 
side-effects were noted in these patients. 


Mammalian Bites of Children: A Problem in Acci- 
dent Prevention. H. A. Carithers. A. M. A. J. Dis. 
Child. 95:150-156 (Feb.) 1958 [Chicago]. 


The biting of children by pets is a common, al- 
though rarely fatal, accident. Of 617 children com- 
ing under the author's observation for routine pedi- 
atric care, 531 were over 1 year of age, and 15.4% 
of these had been bitten by a mammal, 2.1% of 
them more than once. The author reports on 157 
children who in the course of over 20 months sus- 
tained bites from animals, including dogs, cats, 
rabbits, squirrels, horses, rats, hamsters, monkeys, 
skunks, and raccoons. The dog was by far the most 
frequent offender. The preponderance of evidence 
showed that usually the child was at fault in pro- 
voking the bite. Ninety-five of the children were 
boys, and 62 were girls. Most of the children bitten 
were between the ages of 2 and 10 years, during 
which period parental protection wanes, and ad- 
venturous and sometimes daring behavior takes 
place among children. There was little seasonal 
variation in bites. The location of mammalian bites 
is significant because of the danger of rabies after 
a short incubation period when one is bitten by an 
animal harboring the virus of this infectious dis- 
ease. Fifty of the 157 children were bitten on the 
head, 58 on the upper extremities, 11 on the trunk, 
and 38 on the lower extremities. Treatment has 
been discussed in some detail, with particular ref- 
erence to the problems of tetanus control and ad- 
ministration of rabies vaccine or serum. 

Since the emotional and educational value of 
pets far outweighs the danger of bites and disease 
to which children are subjected from this source, 
7 rules are suggested to help prevent accidental 
biting of children by mammals. These rules are 
as follows: 1. Children should not own pets until 
they can care for them and can show discretion in 
their handling, i. e., not until they are 6 years of 
age and older. 2. Older animals are to be preferred 
to immature ones as pets for young children. 
3. Children should be taught that animals have 
rights, including an existence free of pain and ex- 
cessive teasing. 4. In the early years children should 
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be taught to avoid all strange animals, especially 
those sick or injured. 5. Even as toddlers, children 
should be taught not to trespass, and, as older chil- 
dren, when riding bicycles, they should deliberate- 
ly avoid routes where dogs are known to chase 
vehicles. 6. Under the supervision of an adult, chil- 
dren should make friends with the pets in their 
immediate neighborhood. 7. Children should be in- 
structed not to quell a fight between animals, even 
if their own pet is involved, but should try to get 
their pet away from the melee by cajoling. The 
relative frequency with which children in this sur- 
vey sustained this type of accident emphasizes 
the need for preventive measures. 


A One-Year, Controlled Study of the Effect of Low- 
Phenylalanine Diet on Phenylketonuria. D. Y.-Y. 
Hsia, W. E. Knox, K. V. Quinn and R. S. Paine. 
Pediatrics 21:178-202 (Feb.) 1958 [Springfield, T1.]. 


Twenty-four patients with phenylketonuria from 
3 state institutions for the mentally retarded in 
Massachusetts were brought to a hospital. They 
were divided into 12 matched pairs, comparable as 
to age, sex, intelligence, and length of institutional 
placement. One member of each pair was selected 
by lot to receive a phenylalanine-deficient diet for 
a 12-month period; the other member of the pair 
received a control diet identical in appearance and 
flavor. The identity of the control and the experi- 
mental patients was not known to those caring for 
them. Five unpaired, institutionalized patients and 
5 outpatients also received low-phenylalanine diets. 
At the end of a test period of 12 to 15 months, the 
patients were evaluated in terms of adequacy of 
chemical control and changes observed in intelli- 
gence, behavior, skin condition, hair color, seizures, 
and electroencephalograms. Although prolonged 
therapy with low-phenylalanine diets is generally 
feasible while the patients are at home with their 
parents and under close medical observation, the 
program seems more difficult to achieve on a large 
scale in an institutional setting. Malnutrition severe 
enough to require discontinuance of the diet for 
temporary periods was observed in some of the 
patients. The low-phenylalanine diet is dangerous 
unless the patients are closely observed. 

Estimation of the levels of phenylalanine in 
plasma is a more difficult test than that for urine 
phenylpyruvate, but it is essential since the plasma 
concentration may remain high when the urine is 
normal. Extremely low values for phenylalanine in 
plasma may require slight increase in phenylalanine 
intake. Death in status epilepticus has been re- 
ported, possibly associated with extremely rapid 
decrease in phenylalanine in plasma to nearly zero. 
The possible beneficial effect of a low-phenylal- 
anine diet on intelligence was limited to 4 patients 
who were 6 months, 7 months, 12 years, and 3 years 
of age at the time the diet was begun. Improve- 
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ments in skin condition, in behavior, and _ possibly 
in electroencephalograms were obtained in older 
individuals, but such benefits would not seem to 
justify the difficulties and dangers of dietary 
therapy. These observations, together with the re- 
ported results of other investigators, support the 
tentative conclusion that the metabolic disturbances 
associated with the elevated concentration of 
phenylalanine in plasma characteristic of phenylke- 
tonuria interfere with normal cerebral develop- 
ment rather than with the function of a normally 
developed brain. Recognition of phenylketonuria 
at the earliest possible age and prompt institution 
of dietary control are essential if the possible 
therapeutic benefits of a low-phenylalanine diet 
are to be conclusively evaluated. 


Respiratory Illness in 6 Infants Infected with a 
Newly Recognized Echo Virus. H. G. Cramblett, 
L. Rosen, R. H. Parrott and others. Pediatrics 21: 
168-177 (Feb.) 1958 [Springfield, TIl.]. 


Many viruses have been recovered in tissue cul- 
ture from specimens taken from the alimentary 
tracts of children. Certain of these agents have 
been given the name “enteric cytopathogenic hu- 
man orphan” (ECHO) viruses. So far 19 or more 
antigenically distinct ECHO viruses have been 
recognized. Studies were made on a group of in- 
fants, who were newly admitted to an orphanage 
in Washington, D. C., in order to explore the role 
of newly isolated viruses as causes of disease in 
children. Each inhabitant of the orphanage was 
under surveillance in regard to excretion of virus. 
In order to study the clinical manifestations asso- 
ciated with these viral infections, new members of 
the orphanage population were admitted to the 
clinical center of the National Institutes of Health. 
The 6 infants in this study ranged in age from 5 to 
14 months. In all patients except 1, throat and anal 
swabs for isolation of virus were taken at least 3 
times weekly. Serum was collected for testing at 
appropriate intervals. Specimens from all 6 patients 
yielded a virus cytopathogenic for monkey kidney 
tissue cultures, which could not be identified as any 
described agent known to be cytopathogenic for 
this type of culture. The effect produced by this 
agent resembled that caused by most of the de- 
scribed ECHO viruses. It was referred to as the 
JV-1 virus. 

A close association was established between on- 
set of infection with an ECHO (JV-1) virus and the 
onset of a mild clinical respiratory illness in 6 in- 
fants, 5 to 14 months of age. The illnesses were 
characterized by coryza, pharyngitis, and fever of 
short duration. Other manifestations included ab- 
normal stools, erythema of the ear drums, and mild 
conjunctival congestion. There was evidence that 4 
of the 6 children were already infected with JV-1 
virus when first admitted to the clinical center. The 
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other 2 patients became infected shortly after re- 
turning to the orphanage after the initial admission 
to the clinical center. The only known contact with 
illness in each case was in the virus-laden environ- 
ment of the orphanage. The examination of paired 
serums taken from the infants during the acute and 
the convalescent stage of the illness demonstrated 
a rise in titer of both neutralizing and complement- 
fixing antibodies against the prototype JV-1 virus. 
Conversely, tests of serums taken during the same 
time period of the illnesses did not, with one ex- 
ception, reveal rising antibodies against adeno- 
viruses, type A of the Coxsackie viruses, type 8 
of the ECHO viruses and types A, B, and C of the 


influenza viruses. 


DERMATOLOGY 


Sporotrichosis: A Report of Twenty-Three Cases in 
the Upper Extremity. R. J. Duran, M. B. Coventry, 
L. A. Weed and R. R. Kierland. J. Bone & Joint 
Surg. 39 A:1330-1342 (Dec.) 1957 [Boston]. 


Sporotrichosis is an infectious granulomatous dis- 
ease caused by the fungus, Sporotrichum schenckii, 
which is found on plants, flowers, and trees, as well 
as in animals, insects, and birds. Sporotrichosis is 
most commonly seen in farmers, florists, and la- 
borers and may be regarded as an occupational 
disease. The authors review observations on 23 
patients seen at the Mayo Clinic. While in the 
world-wide distribution of cases 6 different clinical 
types (lvmphatic, disseminated, epidermic, mucosal, 
skeletal, and visceral) have been recognized, the 
patients observed at the Mayo Clinic and in other 
American series fit into Moore’s classification of 
3 groups: localized, gummatous disseminated, and 
extracutaneous or systemic. In 21 of the 23 patients 
the disease began as the localized lymphatic type, 
and in 1 of these it progressed to the systemic type. 
Thirteen of the primary lesions occurred in the 
right upper extrimity. 

The localized lymphatic type of sporotrichosis 
may be cutaneous or subcutaneous. The cutaneous 
form is characterized by ulcers, nodules, gummata, 
and abscesses, with the primary lesions at the site 
of injury. The wound of entry may be a previous 
one later contaminated by the organism, or the 
initial injury may introduce the organism by means, 
for example, of a contaminated thorn. From 20 
days to 3 months may elapse between inoculation 
and appearance of the primary lesion. The primary 
abscess enlarges to form a nodule, which is at first 
semisolid, spherical, freely movable, and nontender. 
It then becomes attached to the skin, which is 
first pink and gradually becomes violaceous. The 
nodule forms a fluctuant center and ruptures spon- 
taneously, forming a granulomatous ulcer, which 
bleeds easily and tends to crust. The ulcer may heal 
spontaneously, or it may remain open as the pri- 
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mary chancre; this may persist for months. Com- 
monly, within a few days to a week after the ap- 
pearance of the primary lesion, the fungus spreads 
through the lymph channels to produce an ascend- 
ing chain of secondary subcutaneous nodules. The 
lymph channels may appear as firm, cord-like, pain- 
less structures. The nodules, which may number 
from 3 to 40 or more, are freely movable and pain- 
less. Later they become attached to the skin. They 
may also soften and ulcerate, discharging a thin, 
watery secretion. Nodules and ulcers may appear 
simultaneously, and these secondary lesions may 
persist for months or years if the disease is not 
treated. 

The second type of sporotrichosis, the gum- 
matous disseminated type, is rarely seen in this 
country, but 3 of the 23 patients studied by the 
authors had the third type, the extracutaneous or 
systemic type of sporotrichosis. The histories of 
these 3 patients are reported. One of these 3 pa- 
tients died, autopsy revealing lesions in the brain 
and in the root of the first sacral vertebra. Potas- 
sium iodide remains the drug of choice for treat- 
ing the localized lymphatic type of sporotrichosis. 
It is also of value in all other forms except involve- 
ment of the central nervous system. In the systemic 
type, the administration of 2-hydroxystilbamidine 
may be helpful. Although the authors have had 
little experience with bone and joint sporotrichosis, 
they believe that potassium iodide therapy in a 
systemic way (and perhaps 2-hydroxystilbamidine 
as well) and surgery, which would include synovec- 
tomy, drainage of abscesses, débridement, and oth- 
er obvious surgical methods, should prove effica- 
cious in treating skeletal sporotrichosis. This study 
represents the combined efforts of the sections of 
special bacteriology, dermatology, orthopedics, and 
plastic surgery at the Mayo Clinic and suggests 
the close cooperation so helpful in the diagnosis 
and treatment of sporotrichosis. 


Disseminated Cutaneous Sporotrichosis with Sys- 
temic Involvement. G. W. Arthur and J. W. Al- 
brittain. A. M. A. Arch. Dermat. 77:187-190 (Feb.) 
1958 [Chicago]. 


The authors present the history of a patient with 
disseminated cutaneous sporotrichosis with  vis- 
ceral lesions, including a sporotrichotic scleral 
nodule and granulomatous uveitis. Eye involve- 
ment, such as this patient demonstrated, has rarely 
been described. The patient was a 64-year-old man 
who reported that about 10 months prior to admis- 
sion he had noticed on his scalp an itchy, scaly area 
which did not heal. The nodules, which began to 
appear 4 months afterward, did not bother him 
except that some of them would open and drain 
a seropurulent fluid. His physician treated him with 
penicillin without relief. Physical examination re- 
vealed many subcutaneous nodules in various stages 
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of development scattered over the entire body. An 
examination of the eyes revealed findings consistent 
with chronic glaucoma. A left-sided hydrocele was 
present, and there was swelling of the right knee. 
Soon after admission a nodule appeared on the 
medial portion of the patient's right sclera. Biopsy 
of a skin specimen revealed a granuloma, and fun- 
gus cultures from the nodules, hydrocele, and knee 
effusion consistently grew Sporotrichum schenckii. 
The patient was treated with increasing doses of 
potassium iodide solution, starting with 10 drops 
3 times daily and increasing to 55 drops 3 times 
daily. Gastric irritation, which developed once, was 
overcome by a short (2 days) interruption of treat- 
ment. 

At the end of 7 months, all skin lesions had ap- 
parently healed, and the dosage was lowered to 
40 drops 3 times daily. The scleral nodule had also 
completely regressed, and the knee effusion had 
subsided. The medication was continued for 1 
month after apparent cure, and the patient was fol- 
lowed for 4 months after therapy was discontinued. 
During this time he remained asymptomatic. When 
this patient was first seen, his lesions were con- 
sidered pyogenic in origin. If attention were direct- 
ed to the possibility of a fungus as the cause of 
some chronic granulomas, perhaps more cases of 
sporotrichosis would be correctly diagnosed early 
in the course of the disease. Other diseases to be 
included in the differential diagnosis are tulare- 
mia, glanders, tuberculosis, syphilis, drug eruption, 
leishmaniasis, and other deep mycoses. 


Dermatitis Caused by Penicillin in Milk. H. R. 
Vickers, L. Bagratuni and §. Alexander. Lancet 
1:351-352 (Feb. 15) 1958 [London]. 


Since the introduction of machine milking, the 
incidence of mastitis in cows has increased, and 
the common practice among herdsmen is to inject 
100,000 units of procaine penicillin into the teat 
of the infected quarter. About 70% of the cases 
of mastitis in cows are due to Streptococcus agalac- 
tiae—an organism highly sensitive to penicillin— 
and the infection rapidly subsides. As a result of 
this treatment, milk may contain penicillin. If pa- 
tients previously sensitized to penicillin by local 
application drink milk containing penicillin, der- 
matitis may develop and persist indefinitely if its 
true nature is not recognized. The authors recent- 
ly saw 2 patients in whom penicillin in milk seems 
to have been the cause of dermatitis. 

The first patient, now 55 years old, at age 20 
had had dermatitis due to contact with dyed fur. 
At age 45 a rash developed on her ears after con- 
tact with a pig with scaling ears; treatment with 
penicillin resulted in severe dermatitis of the ears, 
and the rash spread to the face and neck. At age 
49, a rash developed on her hands. Allergy tests 
were all negative, but thereafter she had recurrent 
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attacks of dermatitis affecting particularly the face 
and hands. She came to the outpatient department 
in August, 1957, when she had acute dermatitis, 
with erythema and weeping, of the face, neck, and 
back of the hands and forearms. Patch tests dis- 
closed strongly positive reactions to penicillin. A 
more detailed history revealed that this patient had 
lived on farms for many years. When she obtained 
milk from her own cow (which had not had penicil- 
lin), she was well, but when the cow stopped lactat- 
ing and milk, probably containing penicillin, was 
obtained from another source, she had a relapse. 
Her previous attacks had been associated with 
drinking milk, for she improved when away from 
the farm. Analysis of fresh milk from the farm 
where she lived showed a penicillin content of 
4 units per milliliter. She was densensitized to peni- 
cillin and now tolerates 1 million units with no 
ill-effects. The second patient, a farmer, aged 44 
years, adinitted giving his cows penicillin for mas- 
titis and drinking the milk. Patch tests were posi- 
tive in reaction to procaine penicillin. The authors 
suggest that the American ruling, prohibiting the 
sale of milk from cattle for 72 hours after the last 
injection of penicillin, should be adopted in Britain. 


UROLOGY 


Transposition of External Genitalia in a Case with 
Fanconi Type Deformity. B. S$. Chappell. J. Urol. 
79:115-118 (Jan.) 1958 [Baltimore]. 


The author reports the case of a child who was 
first seen on urologic consultation at the age of 
6 weeks. Examination showed multiple congenital 
anomalies. The right forearm was absent; there 
were shortening and deformity of the left forearm; 
the legs were bowed; and x-ray examination of the 
skeletal system revealed absence of a number of 
bones. Examination of the external genitalia showed 
a scrotum lying above the penis. There was some 
hypospadias with mild downward curvature. In 
the midline of the perineum and behind the penis, 
there was a shallow, bluish depression, suggesting 
the possibility that a vagina might be present be- 
low the skin at this level. The hemoglobin level, 
red blood cell count, white blood cell count, and 
platelet count were below normal. Bleeding from 
a puncture in the ear lobe lasted more than 24 
hours and was controlled with considerable dif- 
ficulty. Sternal puncture was not thought advisable 
because of this severe bleeding tendency. The 
scheduled plastic surgery on the external genitalia 
was canceled. There has been a strong familial 
tendency toward skeletal deformities in this child's 
family, but the main purpose in reporting this case 
has been to bring to the attention of urologists 
the coexistence of congenital pancytopenia, Fan- 
coni type, and anomalies of the external genitalia 
and, more particularly, to call to their attention the 
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dangerous bleeding tendencies present in the Fan- 
coni type of deformity. A search should be made 
for congenital pancytopenia (Fanconi type) with its 
dangerous bleeding tendencies, when surgery is 
planned on congenital anomalies of the external 
genitalia. 


Torsion of the Spermatic Cord. H. D. Woodson, 
A. L. Herring and R. D. Mynatt. J. Urol. 79:127-133 
(Jan.) 1958 [Baltimore]. 


Ten patients with torsion of the spermatic cord 
were observed by the authors in the course of 
6 years. All had been seen by their family physician 
prior to referral. The time elapsing between onset 
of pain and surgery or manipulation varied from 
1 hour to 3 days in the 9 acute cases; the time lapse 
was 7 years in the 1 case which was classified as 
recurrent. In 4 of the acute cases the first diagnosis 
was epididymitis. The history in each case was 
similar: there was a sudden onset of testicular pain 
which was persistent. Physical findings were uni- 
form: there was a painful testicular mass, and any 
manipulation accentuated the pain. Scrotal edema 
appeared to be a late finding and was closely cor- 
related with hemorrhagic infarction. Laboratory 
studies were of little value other than ruling out 
inflammatory conditions. Two of the 9 patients in 
whom the condition was acute were relieved by 
external manipulation. Surgical exploration in the 
other 7 confirmed the preoperative impression of 
acute torsion of the spermatic cord. In four o: these 
patients hemorrhagic infarction necessitating or- 
chiectomy had already developed, and in 3 patients 
the organ was viable after relieving the torsion. 
The patient with recurring torsion was relieved by 
orchiopexy. In all cases where the opposite hemi- 
scrotum was explored, there was a similar con- 
genital malformation which could predispose to 
torsion. Hemorrhagic infarction did not occur in 
any case where the time lapse between onset of 
pain and surgery or external manipulation was 
less than 5 hours, but 1 testis was conserved where 
the time lapse was 3 days. 


Hemorrhagic Infarct of the Testis in the Newborn. 
L. H. Tankin and M. A. Robbins. J. Urol. 79:119- 
126 (Jan.) 1958 [Baltimore]. 


The authors present the histories of 4 newborn 
infants with hemorrhagic infarct of the testis, whom 
they observed in the course of 1 year. This seems 
to suggest that the condition is more frequent than 
reports would indicate. In 3 of the 4 infants intra- 
uterine torsion was present, and in the 4th infant 
the etiology was unknown. There is no clinical dif- 
ferentiation between torsion of the testis and idio- 
pathic hemorrhagic infarction in the newborn in- 
fant. Since the end-result is identical in both types, 
that is, vascular occlusion of the testis with hemor- 
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rhagic infarction, one can only be certain if a defi- 
nite twist of the cord is found at surgery. The severe 
subjective signs that accompany testicular torsion 
in older children or adults are absent in the new- 
born infant, and the first sign is that of an abnor- 
mally large testis which is firm to stony hard. The 
overlying skin of the scrotum is bluish-black in 
color. 

The condition must be differentiated primarily 
from hematoma of the scrotum due to trauma at 
birth, hydrocele, and strangulated hernia. Malig- 
nant tumor of the testis should be considered when 
a hard scrotal mass is detected. If tumor is sus- 
pected, the infant should be examined for lym- 
phadenopathy and a chest film taken to rule out 
metastases. The ideal treatment would be early 
surgical exposure. The testis might be salvaged in 
case of torsion, if the condition is recognized early. 
Unfortunately, diagnosis and exploratory procedure 
have been carried out too late in the majority of 
cases, and irreversible necrosis has taken place. 
Microscopic examination in the 4 cases observed 
by the authors indicated such complete destruction 
that it cannot be conceived how these testes might 
be useful. Unilateral atrophy of the testis in adults 
may be a sequela of undiagnosed testicular infarc- 
tion of infancy. 


THERAPEUTICS 


Comparison of Buffered and Unbuffered Acetyl- 
salicylic Acid. R. C. Batterman. New England J. 
Med. 258:213-219 (Jan. 30) 1958 [Boston]. 


The author presents new data on the following 
questions: What is the likelihood of encountering 
gastrointestinal intolerance when _ acetylsalicylic 
acid is used alone according to usual clinical prac- 
tice? How effective are the relatively small quan- 
tities of antacids that can be incorporated in a 
().3-Gm. (5-grain) acetylsalicylic acid tablet in pre- 
venting or decreasing any gastrointestinal intoler- 
ance to aspirin? Do such quantities of antacids alter 
in man the absorption and excretion of salicylates 
so as to influence the clinical effectiveness in terms 
of rapidity and degree of analgesia? What are the 
analgesic effectiveness and the gastrointestinal 
tolerance for a rapidly disintegrating unbuffered 
0.3-Gm. (5-grain) tablet and a buffered 0.3-Gm. 
(5-grain) tablet containing small amounts of di- 
hydroxyaluminum aminoacetate and magnesium 
carbonate (Bufferin) and supplied as identical-ap- 
pearing tablets labeled “analgesic tablet C” and 
“analgesic tablet D”? The code for these tablets 
was made known only after the completion and 
analysis of the studies, so that their differences 
were completely unknown to all investigators, the 
staff, and the patients until after the data had been 
tabulated and the conclusions drawn. 
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Since evaluation of any analgesic agent should 
consider both ambulatory and hospitalized patients, 
both types were included. Furthermore, the results 
of medication should be studied from single doses, 
from repeated doses given for 1 or several days, 
and from chronic administration for several weeks 
or longer. Therefore, 160 patients in all, divided 
into 4 groups, were given the buffered or the un- 
buffered drug or both. The hospitalized patients 
were on the medical, surgical, and specialty wards 
of a hospital for acute and chronic diseases, and 
the ambulatory patients were treated in the arthri- 
tis and medical clinics of 2 hospitals. In none of 
the 4 types of comparisons used was it possible 
to distinguish between the medicaments for anal- 
gesic effectiveness or for gastrointestinal tolerance. 
The time required to produce analgesia, the de- 
gree of analgesia, and the frequency of gastro- 
intestinal intolerance were identical for both prepa- 
rations. A similar study utilizing the single-blind 
method produced the same conclusions. Although 
sodium bicarbonate might delay the absorption of 
salicylate, the buffering antacids exemplified by 
aluminum compounds do not alter the rapidity of 
absorption of salicylate from the gastrointestinal 
tract of man. It is, therefore, concluded that these 
antacids serve no useful purpose as constitutents 
of the tablets studied and that inclusion of them 
with acetylsalicylic acid offers no advantage over 
aspirin alone. 


Laboratory and Clinical Studies with Buffered and 
Nonbuffered Acetylsalicylic Acid. G. A. Cronk. New 
England J. Med. 258:219-221 (Jan. 30) 1958 
[Boston]. 


This study was designed to examine the relative 
efficiency or deficiency of buffered and nonbuf- 
fered acetylsalicylic acid as a pharmaceutical agent. 
Two basic drug preparations were used. The first 
was a commercial buffered preparation purchased 
on the open market and then repackaged in con- 
tainers marked “container A” and “container D.” 
The second preparation was made from bulk acetyl- 
salicylic acid to which starch had been added to 
increase the bulk of the preparation. The acetyl- 
salicylic acid thus increased in bulk was then 
pressed with a die, resulting in a tablet grossly 
indistinguishable from the buffered drug and con- 
taining 0.3 Gm. of acetylsalicylic acid per tablet. 
These latter tablets were coded “tablet B” and 
“tablet C.” The 2 agents were packaged in an out- 
side facility, and the code identification was not 
revealed until the project was completed. Blood 
salicylic acid curves were determined in a cross- 
over study in 20 healthy volunteers after the ad- 
ministration of 0.6 Gm. of buffered and nonbuffered 
acetylsalicylic acid. Blood samples were obtained 
at 0, 10, 20, and 60 minutes. The average blood 
salicylic acid levels after administration of buf- 
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fered acetylsalicylic acid were 0, 0.9, 1.8, 2.3, and 
2.8 mg. per 100 ml. The average levels after ad- 
ministration of nonbuffered acetylsalicylic acid 
were 0), 0.9, 1.9, 2.2, and 2.8 mg. per 100 ml. 

In a double-blind study, 667 doses of nonbuf- 
fered acetylsalicylic acid (0.6 Gm.) and 757 doses 
(0.6 Gm.) of buffered acetylsalicylic acid were ad- 
ministered to patients hospitalized with painful 
conditions. No statistical difference was demon- 
strated between the 2 agents studied in the time 
required for relief of pain, the duration of the re- 
lief, or the degree of relief. Approximately 30% 
of the patients in both groups failed to experience 
relief of discomfort. Gastrointestinal symptoms fol- 
lowed the administration of buffered acetylsalicylic 
acid in 3 patients (0.4%) and the administration of 
nonbuffered acetylsalicylic acid in 5 patients (0.7%). 
In all of these 8 patients, buffered and nonbuffered 
acetylsalicylic acid was administered on subsequent 
occasions without the occurrence of gastrointestinal 
symptoms, suggesting that the underlying disease 
affected the production of these symptoms. 


Use of Mecamylamine in Treatment of Arterial 
Hypertension. E. Manzini, A. Morini and C. Paltri- 
nieri. Minerva med. 48:4028-4031 (Nov. 28) 1957 
(In Italian) [Turin, Italy]. 


Mecamylamine was given to 20 patients with 
arterial hypertension, most of whom had had the 
arteriosclerotic type for a period of about a month. 
The group was composed of 16 women and 4 men, 
ranging in age from 49 to 80 years. The initial dose 
of 2.5 to 5 mg. was given twice daily by mouth 
and was gradually increased. Most of the patients 
responded to the average daily dose of 20 to 30 mg. 
The drug was also administered to a control group 
of 5 persons. Supine blood pressure response was 
slight and erratic; in this position tachycardia was 
noted in some patients and bradycardia in the 
others. Tachycardia was always noted in patients 
in standing position. Hypotensive effect was ob- 
served within a few hours after the drug adminis- 
tration. The greatest tall in blood pressure oc- 
curred within 5 to 8 hours, which level persisted 
for a period of 12 to 24 hours. The supine systolic 
blood pressure was reduced, on the average, by 
20% and the supine diastolic blood pressure by 16%. 
The fall in blood pressure in standing position 
varied between 23% for the maximum pressure 
and 20% for the minimum pressure. The patients 
who had not previously received other ganglionic 
blocking drugs responded better to mecamylamine 
than did those who had. Several patients developed 
untoward side-effects. Two of the 5 persons in the 
control group showed a state of anxiety, which led 
to withdrawal of the drug in 1. Dizziness and 
mental symptoms were a common complaint 


. among the patients; some of them were so dis- 
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abled that it was necessary to discontinue the 
medication. Troublesome gastrointestinal symptoms 
were also observed in some instances. 

The authors consider mecamylamine to be a use- 
ful agent in the treatment of hypertensive disease. 
Its therapeutic advantage over drugs with similar 
ganglionic effects consists mainly in the adminis- 
tration by mouth, which gives a more stable and 
longer duration of action. In comparison with other 
ganglionic blocking agents, mecamylamine causes 
more intense untoward side-effects. 


The Treatment of Hepatolenticular Degeneration 
with Penicillamine, with a Report of Two Cases. 
W. P. Fister, J. E. Boulding and R. A. Baker. 
Canad. M. A. J. 78:99-102 (Jan. 15) 1958 [Toronto]. 


The authors present a report on two patients 
with hepatolenticular degeneration. One patient 
has been under treatment for 4 years. Treatment of 
this patient first with dimercaprol (BAL) and then 
with Calcium Versenate is described and con- 
trasted with the more successful treatment of the 
other patient with penicillamine. The better re- 
sults with penicillamine are felt to be due to its 
ability to cause a greater diuresis of copper than 
either or both of the other agents. The steady im- 
provement of the patient treated with penicil- 
lamine paralleled his degree of negative copper 
balance. The penicillamine used was made from 
penicillin. The authors also studied the effect of 
L-penicillamine and racemic or pt-penicillamine, 
all as the hydrochloride. As regards the copper 
output in the urine, these 3 substances are ap- 
parently identical. The authors feel that peni- 
cillamine is more desirable for the treatment of 
hepatolenticular degeneration than previously 
available chelating agents. It has the additional 
advantage of being effective orally. One of the 
authors had the opportunity to treat a second 
patient with hepatolenticular degeneration with 
penicillamine. It is too early to comment on the 
clinical course, but it is possible to say that the 
diuresis of copper has been satisfactory. 


Chlorpromazine as Masking Agent in Intestinal 
Obstruction. D. A. Barnett. J. Oklahoma M. A. 
51:16-17 (Jan.) 1958 [Oklahoma City]. 


The author describes experimental studies on 
dogs to ascertain the effect of chlorpromazine on 
the intact small intestine and on high intestinal 
obstructions. Chlorpromazine has no consistent 
effect on the motility of the intestine, its effects 
being on the chemoreceptor trigger zone in the 
diencephalon. It significantly delays the onset of 
vomiting in complete high intestinal obstruction, 
and it decreases the total vomitus in intestinal 
obstruction. Chlorpromazine does not lengthen the 
survival time in intestinal obstruction; thus, it is a 
masking agent in such obstruction. It is known 
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that chlorpromazine is a potent and_ effective 
antemetic in many conditions, but, like other good 
drugs, it can be abused. Chlorpromazine has been 
used all too frequently symptomatically in the 
treatment of vomiting without determining the 
underlying cause. When intestinal obstruction is 
present, operation could be delayed to the point 
of irreversibility. 


Oral Treatment with Tolbutamide. S. Aarseth. 
Tidsskr. norske legefor. 77:1135-1139 (Dec. 15) 
1957 (In Norwegian) [Oslo]. 


Unlike carbutamide (BZ 55), tolbutamide (D 860) 
is not a sulfanilamide derivative. Peroral treatment 
with tolbutamide is not effective in patients with 
absolute deficiency diabetes or with acidosis or 
in coma. It can control the diabetic symptoms in 
patients with mild to moderate diabetes of the 
so-called stable type, without complications, which 
cannot be regulated satisfactorily by diet alone. It 
may be considered for patients in whom diabetes 
has developed after the age of 30 to 40 years and 
who do not require large amounts of insulin. It is 
rarely of value in patients under 20. From 60 to 80% 
of diabetic patients over 60 will react satisfactorily 
to it, because their diabetes is due to deficient 
utilization of, or increased need for, insulin. The 
last-named type of diabetes can pass into a genuine 
insulin deficiency diabetes, and not a few older 
patients will therefore be refractory to tolbutamide 
treatment. Overweight diabetics in this age group 
must first be given dietetic treatment, and _tol- 
butamide should be tried only if, in spite of re- 
stricted diet and eventual loss of weight, consid- 
erable hyperglycemia and glycosuria continue. 
Tolbutamide treatment is contraindicated for pa- 
tients with unstable diabetes which is difficult to 
regulate satisfactorily by any means. To start or to 
continue tolbutamide treatment in patients with 
ketonuria or acidosis or in coma is contraindicated. 
The treatment is contraindicated in acute aggrava- 
tion of diabetes due to different forms of stress and 
in at least the second half of pregnancy, also in 
hepatic disease, renal insufficiency, and diseases of 
the thyroid. Long-continued tolbutamide treatment 
should not be instituted in persons who cannot or 
will not cooperate. 

Diabetics treated with tolbutamide must be care- 
fully instructed and must be under regular medical 
supervision. The physician must impress on the 
patients the necessity for strict observance of the 
diet. Tolbutamide is low in toxicity. Side-effects 
occur in at most 3% of those treated. The most 
serious side-effect to date has been hypoglycemia, 
especially in the transition from insulin to tolbuta- 
mide. If allergic manifestations appear, tolbuta- 
mide must be withdrawn at once and insulin sub- 
stituted. Carbutamide should no longer be applied. 
On tolbutamide treatment, 3 Gm. (6 tablets) are 
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given the first day, after which the dose is reduced 
by 0.5 Gm. (1 tablet) daily down to 1 Gm. (2 tab- 
lets), which is in most cases a suitable maintenance 
dose. If the patient has been treated with insulin, 
the insulin should not be withdrawn suddenly. On 
satisfactory response, the effect is usually seen dur- 
ing the first days, and, as a rule, a test period of 
1 week will suffice. Patients treated with tolbuta- 
mide, particularly those previously treated with in- 
sulin, must be under close supervision during the 
test period. Treatment with tolbutamide should be 
continuous; intermittent treatment increases the 
chance of hypersensitivity reactions. It is still too 
early to know the long-range significance of tol- 
butamide. Its only advantage over insulin is that 
it can be taken by mouth. Insulin therapy is the 
only physiological substitution therapy indispensa- 
ble in all diabetic complications. 


Anaphylactic Reaction: A Violent Reaction to Topi- 
cal Penicillin. C. A. Nystrom. J. Kansas M. Soc. 
59:7 (Jan.) 1958 [Topeka]. 


A 67-year-old woman noticed a sore area in her 
mouth. She broke up a penicillin tablet and placed 
one-fourth of it on the raw area. Almost imme- 
diately her lip began to swell, and she complained 
of an increasing numbness in her legs. She felt 
cold, sweaty, and faint. On her way to the clinic 
by automobile, she complained of difficulty with 
her vision. On arrival at the clinic, 4 or 5 minutes 
later, she fainted. Her blood pressure was unob- 
tainable; her heartbeat was regular, although faint 
to auscultation. Her skin was wet and clammy. 
She could not be roused by strong stimuli. The 
pacdent was given Solu-Cortef, 100 mg. intrave- 
nously, at 1:35 p. m.; epinephrine, 0.5 cc. subcutane- 
ously, at 1:40; Benadryl, 5 cc. intramuscularly, and 
eninephrine, 0.3 cc. subcutaneously, at 2:15; Solu- 
Cortef, 100 mg. intravenously, and epinephrine, 
0.3 cc. subcutaneously, at 2:30. Her blood pres- 
sure was unobtainable during all this time, and 
her breathing was shallow. She did not respond 
to her name or to painful stimuli until 2:45 p. m. 
At that time her breathing improved, and her blood 
pressure was 90/65 mm. Hg. The patient was given 
several doses of Solu-Cortef during the next 9 hours 
and recovered. 


Phenylbutazone (Butazolidin) in the Treatment of 
Thrombophlebitis. R. Castagna and C. Mairano. 
Minerva med. 48:3915-3917 (Nov. 21) 1957 (In 
Italian) [Turin, Italy]. 


Phenylbutazone was used in the treatment of 
thrombophlebitis in 115 patients, 103 of whom had 
the superficial and 12 the deep venous throm- 
bophlebitis of arms and legs. Patients with hepatic 
and renal insufficiency were not included in this 
series. Phenylbutazone was given orally to the pa- 
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tients with the mild forms of the disease, orally or 
intramuscularly to the patients with medium-severe 
forms, and intramuscularly to those with severe 
forms of the disease. The daily oral dose varied 
from 400 to 800 mg. and the daily intramuscular 
dose from 600 mg. to 1.2 Gm. Mild forms of the 
disease were present in 65 patients. Excellent re- 
sults were observed in 45 patients (70%), good 
results in the rest. Twenty-five patients had the 
medium-severe form of the disease. Good results 
were observed in 15 patients (60%), fair results in 
the others. The earliest response to treatment was 
manifested by a decrease in pain, and this was 
apparent after the Ist injection or 12 hours later. 
Objective symptoms (fever, inflammation) subsided 
completely within 2 to 3 days of the treatment. 
Patients with a severe type of the disease were 
given phenylbutazone in combination with ethyl 
biscoumacetate. The results were good in almost all 
patients. Pain disappeared within 12 to 24 hours, 
resolution of phlebitic and periphlebitic inflamma- 
tions took place within 2 to 3 days, and swelling of 
the lymph nodes disappeared within 8 to 10 days. 
It seems that the drug exercised a prophylactic ac- 
tion in cases of severe lesions by anticipating new 
inflammatory processes in local or in adjacent areas. 

Beneficial effects from the administration of 
phenylbutazone were obtained in 5 patients with 
migratory thrombophlebitis, associated with throm- 
boangiitis obliterans. The combined therapy of 
phenylbutazone with an anticoagulant was also 
effective in patients with deep venous thrombophle- 
bitis of the legs, in 11 of whom the lesion developed 
in the postoperative state and in 1 without an 
apparent reason. The first response to the drug was 
decrease in pain, followed by considerable retro- 
gression both of edema and of fever within 1 to 4 
days. Phenylbutazone is a valuable drug in the 
treatment of thrombophlebitis due to its anti-in- 
flammatory, analgesic, and antipyretic qualities 
rather than its causal and prophylactic properties. 


Therapeutic Results Obtained in 111 Patients with 
Tuberculous Empyema Treated with Various 
Drugs. M. Serembe and M. Majetti. Minerva med. 
48:3918-3923 (Nov. 21) 1957 (In Italian) [Turin, 
Italy]. 


The authors describe the results of various 
chemotherapeutic regimens in treating 111 hospital- 
ized patients with tuberculous empyema, in 27 of 
whom the clinical disease had not been manifest 
for longer than 12 months. Treatment consisted in 
withdrawal of the empyema fluid and in rinsing 
with a physiological solution, followed by adminis- 
tration of the drugs. The following were the daily 
dosages in the administration of a single drug: 500 
mg. of streptomycin given intramuscularly in 2 
divided doses to 12 patients, 10 to 12 Gm. of 
aminosalicylic acid given orally in divided doses to 
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10 patients, 250 to 350 mg. of isonicotinic acid 
hydrazide given orally in 5 divided doses to 10 
patients, and 250 mg. of oxytetracycline given in- 
trapleurally to 9 patients. The first 3 groups of 
patients have received in addition the same drug 
administered intrapleurally. Complete recovery or 
substantial improvement in descending order of 
efficacy was as follows: 5 patients (50%) in the 
isonicotinic acid hydrazide group, 4 patients (44%) 
in the oxytetracycline group, 4 patients (40%) in 
the aminosalicylic acid group, and 4 patients (33%) 
in the streptomycin group. 

Three groups of patients received different com- 
bined chemotherapies. The combination strepto- 
mycin-aminosalicylic acid was given to 14 patients. 
Streptomycin was administered intramuscularly in 
daily dose of 500 mg. and aminosalicylic acid orally 
in daily dose of 10 to 12 Gm. The combination 
dihydrostreptomycin-isonicotinic acid hydrazide 
was given to 8 patients. Dihydrostreptomycin was 
administered intramuscularly in daily dose of 500 
mg. and isonicotinic acid hydrazide orally in daily 
dose of 250 to 350 mg. The combination dihydro- 
streptomycin-aminosalicylic acid-isonicotinic acid- 
hydrazide was given to 10 patients. Dihydrostrep- 
tomycin alone was administered intramuscularly in 
the daily dose of 300 mg. and orally in combination 
with isonicotinic acid hydrazide in daily doses of 
250 to 350 mg. The combined drugs were also ad- 
ministered intrapleurally, each one containing a 
dilution of the respective 2 or 3 drugs in a physi- 
ological solution. Complete recovery or substantial 
improvement, in descending order of efficacy, 
was as follows: 7 patients (70%) in the dihydro- 
streptomycin-aminosalicylic acid-isonicotinic acid 
hydrazide group, 9 patients (57%) in the strepto- 
mycin-aminosalicylic acid group, and 4 patients 
(50%) in the dihydrostreptomycin-isonicotinic acid 
hydrazide group. The best results were obtained 
in patients with closed empyema, even if the dis- 
ease was accompanied by fever, provided that the 
morbidity was of recent date. Poor results were 
obtained in patients with chronic empyema or in 
those in whom a persistent bronchopleural fistula 
was present. 


PATHOLOGY 


Duodenal Ulcer as an Etiologic Factor in Gastric 
Ulceration. J. D. Ballard and J. T. Payne. North- 
west Med. 57:193-196 (Feb.) 1958 [Seattle]. 


The authors report on 59 men, between the ages 
of 26 and 77 years, with gastric ulcer. Nineteen of 
the 59 patients had an acute gastric ulcer in asso- 
ciation with another illness and, therefore, were 
considered as having stress ulceration. Twenty pa- 
tients had a chronic gastric ulcer without any other 
disease and without a duodenal ulcer or scarring. 
The remaining 20 patients had a duodenal ulcer or 
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deformity in association with the gastric ulcer. All 
gastric ulcers were diagnosed by x-ray, except 3 
which were detected at surgical intervention or at 
autopsy. All were ulcers of the lesser curvature. 
All duodenal ulcers or deformities were diagnosed 
by x-ray at surgery or autopsy. There were 16 pa- 
tients between the ages of 16 and 50 years, and 8 
of these (50%) had associated duodenal ulcer de- 
formity. Of the 43 patients over 50 years of age, 15 
had an associated acute illness; after this stress 
group had been eliminated, 28 patients remained, 
and 11 of these (40%) had associated duodenal 
ulcer deformity. These findings suggest that duo- 
denal malfunction plays a role in the genesis of 
gastric ulcer and that, in patients in whom the 2 
lesions coexist, medical treatment may be doomed 
to failure. Gastric ulcer associated with duodenal 
deformity may best be treated by gastric resection 
or by some adequate physiological procedure or 
altering procedure or both and, in addition, by 
gastric drainage. 


Sinus Histiocytosis of Lymph Nodes in Cancer. 
M. M. Black and F. D. Speer. Surg. Gynec. & Obst. 
106:163-175 (Feb.) 1958 [Chicago.] 


The authors have been interested in the relation- 
ship between the survival of cancer patients and 
the various structural features of their primary 
cancer and the regional lymph nodes. The lymph 
node features which were studied included follicu- 
lar prominence, sinusoidal structure, and_ the 
cellular pattern of the pulp. When it was found 
that cancer patients with a marked degree of sinus 
histiocytosis of the regional lymph nodes had 
prolonged survivals, it was assumed that sinus 
histiocytosis might have prognostic significance. A 
study was made of the occurrence of sinus histiocy- 
tosis in lymph nodes removed from patients with 
and without cancer. Within the cancer group the 
relationship between sinus histiocytosis and survival 
was studied in regard to its dependence upon 
regional node metastases and the differentiation 
of the primary tumor. The data obtained would 
seem to justify the following conclusions: 1. Sinus 
histiocytosis is an uncommon finding in the lymph 
nodes of cancer-free humans, rats, and mice. 
2. Sinus histiocytosis is more properly considered 
as representing a reactive change of lymph 
nodes than as a variant of the normal nodal struc- 
ture. 3. Sinus histiocytosis of the regional lymph 
nodes is greater in patients with breast and gastric 
cancer, who subsequently survive for prolonged 
periods of time, than in those who die of the 
disease within three years after the operation. 4. The 
survival of cancer patients with sinus histiocytosis 
is greater than the survival of similar patients 
without sinus histiocytosis. 5. The favorable prog- 
nostic significance of sinus histiocytosis is not de- 
pendent upon the presence or absence or amount 
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of regional node metastases, the lethality of the 
primary tumor as expressed in terms of nuclear 
grade, or the complete surgical eradication of the 
disease. 6. The survival of breast cancer patients 
with similar degrees of sinus histiocytosis of the 
axillary nodes varies in relation to the degree of 
differentiation of the primary tumor and_ the 
presence or absence of regional node metastases. 
7. Since sinus histiocytosis is a reactive change in 
a tissue of the host and is associated with an in- 
creased survival, it may properly be termed an 
expression of host resistance. 


Cardiac Hypertrophy as a Manifestation of Chronic 
Anemia. S. H. Paplanus, M. J. Zbar and J. W. Hays. 
Am. J. Path. 34:149-159 (Jan.-Feb.) 1958 [Ann Arbor, 
Mich. ]. 


In order to study the effect of severe uncompli- 
cated chronic anemia on the size of the heart, the 
authors produced anemia (3.5 to 6 Gm. of hemo- 
globin per 100 cc. of blood) in dogs by frequent, 
repeated venesections. After 5 months the animals 
were killed. The hearts of the experimental animals 
and those of normal control dogs were submitted 
to an experienced pathologist who found that a 
significant hypertrophy was present in the animals 
that had been bled. The ratios of the logarithm of 
the heart weight to the logarithm of the body 
weight in the experimental and control groups were 
analyzed, and it was found that a statistically sig- 
nificant difference existed between the 2 groups 
of ratios. 

The possibility that edema was responsible for 
the difference in weights between the hearts in the 
2 groups was excluded by the demonstration that 
the water content of the hearts did not significantly 
differ in the groups. The hypertrophy was found to 
involve both the right and the left ventricles and 
to be accompanied by dilatation of both chambers. 
The authors feel that, with the demonstration that 
anemia per se can cause hypertrophy, the necessity 
for correction of anemia in relieving the burden 
on a decompensated heart is obvious. 


Polycyclic Aromatic Hydrocarbons in Coffee Soots. 
M. Kuratsune and W. C. Hueper. J. Nat. Cancer 
Inst. 20:37-51 (Jan.) 1958 [Washington, D. C.]. 


Two different coffee soots obtained from 2 coffee- 
roasting plants were analyzed. The chemical analy- 
sis of coffee soots generated during the direct and 
the indirect roasting of coffee beans revealed the 
presence of 10 identified polycyclic aromatic hydro- 
carbons. One of them (benzopyrene) is an estab- 
lished carcinogen for experimental animals and is 
strongly suspected of being carcinogenically active 
in man. The relative amount of this carcinogen in 
the coffee soot (about 200 and 440 mcg. per kilo- 
gram of soot) is rather small. Whether any actual 
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cancer hazards are associated with sustained ex- 
posures to coffee soot and related products because 
of occupational, dietary, medicinal, or environ- 
mental reasons is at present undetermined. 


Hemolysis in Pernicious Anemia. Y. M. Bala. Prob. 
Hematol. & Blood Transfus. (Translation from the 
Russian) 2:155-158 (No. 3) 1958 [New York]. 


Bala has described a method for determining 
the rate of hemolysis of erythrocytes of patients 
with pernicious anemia in the plasma of healthy 
persons of the same blood group and, conversely, 
the rate of hemolysis of erythrocytes of healthy 
persons in the plasma of patients with pernicious 
anemia. In describing the technique, the author 
states that the determination of the percentage of 
hemolysis was made by spectroscopic examination. 
The parallel employment of colorimetric and 
spectroscopic methods gave similar results. This 
method was employed in 20 patients with perni- 
cious anemia in relapse and in 18 during a re- 
mission. The rate of hemolysis gave uniform 
results in that the blood of 16 out of 17 patients 
hemolyzed more rapidly than the blood of healthy 
donors serving as controls. In order to ascertain 
whether the breakdown of erythrocytes occurs 
chiefly in the bone marrow or peripherally, the 
bilirubin content was ascertained in the peripheral 
blood and in the sternal marrow. These com- 
parative studies were made on 10 patients, 8 of 
whom were in relapse and 2 of whom were in a 
state of commencing remission. In patients in re- 
lapse, the bilirubin content of the bone marrow 
generally exceeded that of the blood. This sug- 
gests that the increased breakdown of erythrocytes 
occurs chiefly in the bone marrow. Intensified 
destruction of erythrocytes is not a primary factor 
in the pathogenesis of pernicious anemia but 
arises secondarily. There is evidence that the in- 
creased destruction of erythrocytes depends on 
their own defective structure and on the destructive 
effects of the patient’s plasma. This breakdown of 
erythrocytes occurs both in the bone marrow and 
in other organs of the reticuloendothelial system. 


A Histopathologic Study of the Conduction System 
in a Case of Complete Heart Block of 42 Years’ 
Duration. M. Lev, J. E. Benjamin and P. D. White. 
Am. Heart J. 55:198-214 (Feb.) 1958 [St. Louis]. 


The authors carried out a histopathological study 
of the conduction system and of the heart of a 57- 
year-old woman with a complete atrioventricular 
block of 42 years’ duration. Although the patient 
remained conscious after a sudden attack of 
dyspnea associated with atrial flutter while at rest, 
followed by a syncopal attack associated with 
ventricular tachycardia, cyanosis and orthopnea 
persisted until death which occurred 36 hours after 


\ 


Vol. 167, No. 1 


the attack. A clinical report of this patient was 
published in THe Journar (149:1549 [Aug. 23] 
1952). The present study has revealed a complete 
lack of muscular connection between the markedly 
defective atrial musculature and the bundle of His. 
The muscular approaches to the atrioventricular 
node were absent, and the atrioventricular node 
itself was either congenitally absent or replaced by 
scar tissue. These findings were associated with 
marked pathological changes in the atria, with 
absence of striated muscle in the superior and 
inferior walls and the atrial appendage, and with 
endocardial hypertrophy, sclerosis, calcifica- 
tion. These observations have suggested that the 
changes were due to a congenital malformation of 
the atria and, hence, that the patient had either 
congenital heart block or congenital heart disease 
with acquired heart block. 


The Treatment of Wilms’s Tumor. V. P. Collins. 
Cancer 11:89-94 (Jan.-Feb.) 1958 [Philadelphia]. 


Wilms’s tumor, sometimes called nephroblastoma 
and sometimes embryoma in recognition of its 
prenatal origin, usually presents as an asympto- 
matic abdominal mass that has reached 5 to 10 cm. 
in diameter before discovery. If growth rate 
governs the time at which the primary lesion be- 
comes manifest, it might also govern the time of 
recurrence if cure is not achieved by the primary 
treatment. A tumor diagnosed at birth must have 
developed to clinically recognizable size within a 
maximum interval of 9 months. If it were to recur 
after surgical removal, it should reach a recogniz- 
able size in a maximum interval of 9 months. A 
patient with a tumor diagnosed at the age of 1 
vear would be at risk of recurrence for a period 
of 1 year plus 9 months before he might be con- 
sidered cured, but one diagnosed at the age of 5 
years would be at risk for 5 years and 9 months. 
This hypothesis was tested in a review of the 
records of 422 patients with Wilms’s tumor. It 
was postulated that after the time of diagnosis 
the patient would be at risk of recurrence of the 
tumor for a period equal to his age at the time 
of diagnosis plus 9 months. 

The available information on 340 patients con- 
tained the necessary chronological data to test the 
concept of a period of risk varying with age. There 
were 73 patients who survived beyond the period 
of risk without recurrence, a cure rate of 21.5%. 
Since these patients’ records were gathered from 
many sources, no consistent policy as to therapy 
can be credited with the result, which may be 
looked upon as a base-line survival for treated 
patients with this lesion. Whereas conventional 
statistical methods predict the number of survivors 
in a group, this analysis offers a basis for prognosis 
for individual patients. Although cure or failure 
cannot be predicted at the time of diagnosis, 
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limitation upon the period of risk of recurrence can 
be defined for the individual. In estimating the 
effect of treatment and particularly in comparing 
treatment techniques or policies on a basis of 
survival, it is necessary to take into account the 
age distribution in different series of patients. 


Bone Marrow Carcinosis Simulating Osteomyelo- 
sclerosis: Two Cases. G. Bendixen. Ugesk. leger 
120:23-27 (Jan. 2) 1958 (In Danish) [Copenhagen]. 


The symptom complex of osteomyelosclerosis 
varies greatly. Carcinosis of the bone marrow can 
cause a picture completely resembling that of 
osteomyelosclerosis. The 2 cases reported illustrate 
the difficulties which may appear in the differential 
diagnosis between the 2 diseases. The results of 
examinations made the diagnosis of osteomyelo- 
sclerosis highly probable, but in both instances 
autopsy revealed a_ diffuse, osteoplastic bone 
marrow carcinosis. The cases are regarded as 
probable examples of metastases from nevo- 
carcinoma to the bone marrow accompanied by 
diffuse osteosclerosis. 


On Typing of Staphylococcus Aureus: The Rela- 
tionship Between Typing According to Phage Pat- 
terns, Serology, and Antibiograms. P. Oeding and 
D. Sompolinsky. J. Infect. Dis. 102:23-34 (Jan.-Feb.) 
1958 [Chicago]. 


The authors applied simultaneously 3 methods 
of typing, namely, bacteriophage typing, serologic 
typing, and typing by means of sensitivity patterns 
for antibiotics, to 3 collections of strains of Staphy- 
lococcus pyogenes var. aureus. The first collection 
consisted of strains isolated from patients who un- 
derwent thoracic surgery with postoperative infec- 
tions; the second collection consisted of strains 
isolated from patients, food, and food handlers in- 
volved in an outbreak of staphylococcic food 
poisoning in an army camp; and the third collec- 
tion consisted of strains obtained from the nasal 
carriers among the staff of a hospital ward for chil- 
dren. Results showed that each method of typing 
has its advantages and drawbacks and that these 
methods vary in relation to the source of the strains. 
Thus, typical “street” strains, i. e., strains sensitive 
to chlortetracycline, oxytetracycline, chlor- 
amphenicol and moderately sensitive to sulfathia- 
zole, penicillin, and streptomycin (in contrast to the 
generally resistant hospital strains ), with relatively 
low virulence, proved to be generally resistant to 
all available phages but could be differentiated 
serologically, whereas hospital strains were gen- 
erally efficiently typed according to phage patterns 
and to sensitivity patterns for antibiotics. 

An efficient typing method should be both sensj- 
tive and specific. However, the sensitivity and the 
specificity of the methods vary according to the 
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source of the strains and the technical performance 
of the method, as well as the interpretation of the 
results. Whatever method one chooses, a practical 
typing or, at least, screening of the strains can gen- 
erally be achieved, if every technical step is thor- 
oughly standardized and the interpretation critical- 
ly considered in the light of experience gained by 
investigations of epidemiologically well-defined 
strains. The combined use of the 3 methods gave 
results considerably more sensitive and more spe- 
cific than did any one of them. 


Acute Benign Granulocytopenia as an Immunologic 
Reaction. A. Gentile and G. Gelli. Minerva pediat. 
9:1389-1393 (Nov. 24) 1957 (In Italian) [Turin, 
Italy]. 


The authors report on a 4-month-old male infant, 
whose diagnosis on admission to the hospital was 
neutropenia associated with lymphocytosis. A month 
before admission the infant had received chloram- 
phenicol for pharyngitis accompanied by fever. He 
had a short period of prostration a week before 
admission, which symptom recurred the following 
day. Enlarged spleen and liver on palpation and 
occult blood in the feces were found on admission. 
On the 7th hospital day combined therapy with 
prednisone (daily dose of 25 mg.) and vitamins was 
instituted. The size of the enlarged spleen had de- 
creased after 7 days. The white blood cell count of 
4,000 per cubic millimeter, rose to 10,000, and the 
value of 2.8% neutrophils in the differential mar- 
row count rose to 5.6% within 10 days of medica- 
tion with prednisone. The patient was soon dis- 
charged, and a reduced daily dose of 12 mg. of 
prednisone was prescribed. Since then he has been 
seen regularly in the outpatient department at 
2-week intervals or more and has generally been 
well. Slight enlargements of the spleen and liver, 
accompanied by mild fever and occasional vomit- 
ing, have persisted, however. Prednisone therapy 
was discontinued 2 weeks after discharge from the 
hospital. The last recorded values of the white 
blood cells varied between 8,200 and 11,800 per 
cubic millimeter. 

The authors discuss 3 possible etiological factors 
in this case of granulocytopenia. One possibility is 
the influence of the chloramphenicol therapy given 
a month before admission to the hospital. The 
second possibility is the direct action of an unde- 
tected viral infection on granulocytopoiesis. The 
third and most plausible possibility is the presence 
of a peripheral mechanism, marked by a marrow 
activation process and by the presence of anti- 
erythrocytic autoantibodies (not accompanied by 
symptoms of hemolytic anemia), followed by the 
appearance of leukoagglutinins. Although the last 
possibility of this case, which is an immunological 
one, has not been rigorously proved, yet it indi- 
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cates the existence of an acute idiopathic granulocy- 
topenia as a clinical entity characterized by few 
symptoms and a favorable prognosis. 


Massive Occlusion of the Main Pulmonary Artery 
and Primary Branches: Case Report. J. M. Leinas- 
sar and N. R. Niles. Circulation 17:60-64 (Jan.) 1958 
[New York]. 


The authors report a case of a massive occlusion 
of the main pulmonary artery and its major 
branches, on the right and on the left, in a 40-year- 
old man who early in 1950 had suffered sudden 
chest pain and hemoptysis and later had 5 or 6 
similar attacks in 1951. At the latter time he was 
given digitalis because of extrasystoles. In October, 
1954, recurrent ulcers of the left leg were treated 
by stripping of a vein of the upper leg. The cardio- 
pulmonary disease and the syndrome of pulmonary 
artery obstruction remained undetected, although a 
chest roentgenogram as early as 1951] had revealed 
pulmonary densities and prominent hilar shadows. 
Blood pressure varied between 80/50 mm. and 
10070 mm. Hg. Before the patient's death in 
March, 1956, the hemoglobin level was 18.2 Gm. 
per 100 cc., and the hematocrit was 59. Autopsy 
revealed a single, huge, old, laminated, thrombotic 
pulmonary embolus involving the main pulmonary 
artery and its primary branches; the proximal end 
was just 1 cm. above the pulmon.. valve ring. At a 
few points, especially in the distal segment of the 
main arterial branch on the right, there were soften- 
ing, friability, and roughening, suggesting that some 
portions of the thrombus here may have been more 
recent. A tortuous channel around the thrombus 
existed from the proximal portion of the pulmonary 
artery into the periphery of both lungs. In the more 
peripheral portions of the arterial tree, numerous 
other thrombotic masses were apparent. Some of 
these were organized, and at least 1, measuring 6 
mm. in diameter and progressing for a distance of 
approximately 2 cm., was not connected with the 
main thrombus. There were marked right ventricu- 
lar and right artrial hypertrophy and dilatation. 
The heart itself weighed, after fixation, 635 Gm. 
and measured 12.5 cm. in maximum transverse di- 
ameter. There were 2 old, well-healed myocardial 
infarcts and widespread myocardial fibrosis, with- 
out demonstrable coronary artery disease. 

Apparently this patient had a tremendous pul- 
monary embolism in 1950, 6 years before his death, 
and most, if not all, of the disease resulted from 
this. There were other similar clinical episodes in 
1951, probably as a result of smaller emboli break- 
ing off from the major mass in the pulmonary 
artery, or possibly as a result of additional throm- 
bosis being superimposed on the original embolus, 
as suggested by the lamination. When seen early 
in 1955, the patient had definite evidence of severe 
chronic cor pulmonale by physical examination, 
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chest roentgenogram, and_ electrocardiographic 
study. The 2 old myocardial infarcts and focal myo- 
cardial fibrosis may have resulted from anoxemia 
due to pulmonary vascular obstruction. This is ap- 
parently the most massive obstruction of the pul- 
monary artery of any significant duration recorded 
in the literature; the patient’s survival for 6 years 
after the initial episode is, therefore, especially 
surprising and also the longest yet reported. A plea 
is made for proper causative diagnosis of cor pul- 
monale as well as for recognition of the syndrome 
of chronic pulmonary vascular obstruction. 


Bilateral Cystosarcoma Phyllodes, Malignant Var- 
iant, with 14-Year Followup: A Case Report. 
T. Reich and C. Solomon. Ann. Surg. 147:39-43 
(Jan.) 1958 [Philadelphia]. 


The incidence of malignant cystosarcoma phyl- 
lodes is low. Approximately 30 cases have been 
reported, and none of the previously reported bi- 
lateral cystosarcomas were malignant. The authors 
report the first case of a bilateral malignant cysto- 
sarcoma phyllodes. When 23 years old, this woman 
presented herself with a lump in the left breast of 
6 years’ duration. The lump began to enlarge when 
the patient became pregnant in February, 1942. A 
well-encapsulated firm mass, 14 by 12 by 8 cm., was 
excised. In March, 1943, the mass recurred. The 
skin over the tumor was pink, contained many 
dilated blue veins, and showed lymphedema. Radi- 
cal mastectomy was performed. The breast con- 
tained many lobulated tumors from 1 to 9 cm. in 
diameter. On microscopic examination the tumors 
were seen to be composed of intertwining fascicles 
of dense spindle cells with elongated nuclei and 
little cytoplasm. A pathological diagnosis of adeno- 
fibrosarcoma was made. In March, 1950, the patient 
was again admitted to the hospital for removal of 
an olive-sized mass in the right breast. In June, 
1953, after the birth of her third child, a tumor 
developed in the right breast. A right radical 
mastectomy was performed. In 1955 the woman 
was admitted twice for removal of axillary masses. 
She died early in 1956, and autopsy revealed wide- 
spread metastases. Both breasts became involved 
in association with pregnancy. The metastatic 
tumor cells were blood-borne, and the lesions had 
no epithelial elements. 


Sarcoma of the Stomach. F. Baldrati and G. Matti- 
oli. Minerva chir. 12:1335-1349 (Nov. 15) 1957 (In 
Italian) [Turin, Italy]. 


The authors report on 12 patients, mostly females, 
with sarcoma of the stomach. Their ages ranged 
from 23 to 73 years, the average age being 52. All 
the patients had the infiltrating type of sarcoma; 8 
showed ulceration, and 4 had intact mucosa. Four 
patients had no manifest metastases. There was in- 
volvement of the peritoneal, omental, mediastinal, 
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and hepatic regional lymph nodes. A neoplastic 
lesion of the intestine was found in 1 patient, which 
the authors consider to have been an independent 
tumor. Except for a few instances of lymphosar- 
coma, reticulum cell sarcoma predominated. Epi- 
gastric pain of the ulcer type was the most noted 
symptom. Perforation occurred in 1 patient. The 
average duration of symptoms before the onset of 
medical treatment was 4% months, with variations 
from 1 to 10 months. The general state of health of 
the patients was not bad; one-half of them felt 
fairly well. Laboratory findings were of no help in 
establishing a preoperative diagnosis of the nature 
of the tumor. 

Two main features were observed in this series: 
one was the possible multicentric origin of sarcoma 
of the stomach, such as was seen in the patient who 
apparently had 2 solitary lesions, 1 in the stomach 
and one in the intestine; the other was the possible 
“transformation” from a gastric ulcer into sarcoma. 
A lymphosarcoma developed in the seat of a post- 
operative peptic ulcer in a patient who had had the 
latter lesion for 13 years. The prognosis for sarcoma 
of the stomach seems to be better than that for 
carcinoma of the stomach. The treatment is surgery, 
combined with or replaced by irradiation therapy. 
Three patients died shortly after the operation. 
Surgical biopsy was performed for 2 patients, be- 
cause a surgical operation would have been ineffec- 
tual in view of the diffused lesion. Irradiation ther- 
apy was given to 2 patients. Four patients died in 
less than 6 months, 1 died in less than 1 year, 1 died 
in less than 2 years, and 3 lived for more than 5 
years. Exploratory laparotomy is indicated for diag- 
nosis of sarcoma of the stomach in patients with a 
palpable gastric tumor of recent history. 


RADIOLOGY 


Hypotonic Duodenography. F. Soria. Rev. Asoc. 
méd. argent. 71:244-249 (Aug.) 1957 (In Spanish) 
[Buenos Aires]. 


The roentgenologic study of the second portion 
of the duodenum is of importance for the diagnosis 
of diseases of the pancreas. This portion ordinarily 
cannot be visualized well, because it does not retain 
the contrast substance. The author developed a 
technique for roentgenologic examination of this 
portion of the duodenum, which he used in the 
case of more than 700 persons, either normal or 
with diseases of the pancreas. The technique is 
described in detail. It consists of the intravenous 
injection of oxyphenonium (Antrenyl) in doses of 1, 
1.5, or 2 cc. according to the body weight of the 
person under examination (from 154 to 198 Ib. [70 
to 90 kg.]). Two or 3 minutes after the injection, 
peristalsis almost stops. Hypotonicity of that por- 
tion of the duodenum follows, during which the 
contrast substance entirely fills the duodenal loop. 
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The normal picture of duodenography then con- 
sists of dilatation of the duodenal loop, thick and 
parallel plicae circulares, and convexity of the 
internal border of the duodenal loop toward the 
median line. The duodenal papilla can be visual- 
ized only in cases of hypertonia or hypertrophy of 
the sphincter of Oddi. The ampulla of Vater is 
visualized only in extremely rare cases of chronic 
pancreatitis. Chronic pancreatitis and carcinoma 
of the pancreas give typical duodenal roentgeno- 
grams of diagnostic value. The duodenal changes 
of chronic pancreatitis seen on the roentgenogram 
consist of (1) disappearance of the convexity of the 
internal border of the duodenal loop or transforma- 
tion of the convexity into concavity, (2) enlargement 
and rigidity of the duodenal papilla, (3) edema of 
the internal border of the duodenal loop, and (4) 
disorganization of the duodenal folds. The roent- 
gen-ray picture of cancer of the pancreas or of the 
ampullar region consists of (1) normal or shrunken 
duodenal C, (2) presence of a “mark of depression 
on the duodenum” from compression of the dilated 
common bile duct on the region immediately near 
the bulb, whether the bulb is involved, and (3) 
complete disorganization of the duodenal folds, 
which become rigid and the seat of infiltration. In 
cases of large carcinoma of the head of the pan- 
creas, the duodenal C is enlarged and the duodenal 
loop is displaced, fixed, and of diminished lumen. 
The presence of Frostberg’s s'gn of the inverted 
number 3 is of great diagnostic value for carcinoma 
of the head of the pancreas. ‘‘his sign may also 
appear in recurrent pancrea' itis. The technique 
described by the author is harmless and well 
tolerated by the patients. It is contraindicated in 
patients with prostatic disease and with retention 
of urine. 


Treatment of Cancer of the Lung by Interstitial 
Implantation. E. E. Cliffton, U. K. Henschke and 
H. H. Selby. Cancer 11:9-17 (Jan.-Feb.) 1958 [Phila- 
delphia]. 


Many patients with carcinoma of the lung who 
have exploratory thoracotomies are found to have 
lesions that are nonresectable. Thoracotomy offers 
an opportunity to treat the lung cancer by inter- 
stitial implantation with radioactive sources. Be- 
tween 1941 and the end of 1955, 140 patients with 
cancer of the lung received interstitial radon seed 
implants at thoracotomy at the Memorial Center 
for Cancer and Allied Diseases in New York. One 
hundred twenty-nine of these patients had bron- 
chogenic carcinoma; the other 11 patients included 
6 with metastatic carcinoma, 2 with esophageal 
tumors, 2 with lymphoma, and 1 with a teratoma. 
Of the 129 patients with bronchogenic carcinoma, 
21, or 16%, had resections in addition to implanta- 
tion at thoracotomy. Results were poor for the 9 


J.A.M.A., May 3, 1958 


patients treated by pneumonectomy and implanta- 
tion; 4 of these 9 died during or after the operation; 
the average survival was 4.7 months, and after im- 
plantation it was 6.5 months. Results were much 
better for the group of 12 patients treated by lobec- 
tomy and other limited resections; there were only 
3 postoperative deaths; the average survival was 
17.4 months; the median survival was 7.0 months 
after implantation. The latter group has included a 
patient who is living and is well more than 8 years 
after implantation. 

Results in the 108 patients with bronchogenic 
carcinoma who received implants without resec- 
tions at thoracotomy were as follows: operative 
mortality, 5.6%; average survival, 10.3 months; 
median survival, 7.0 months after implantation. 
Slight differences in survival were found among 
the patients with histologically different tumors 
who were treated by implantation alone; average 
survival was 9.6 months for 24 patients with oat- 
cell carcinomas, 9.8 months for 51 with squamous- 
cell carcinomas, 11.5 months for 6 with adenocar- 
cinoma, and 10.5 months for 27 with unclassified 
cancers. Corresponding median survival figures 
were 7, 8, 12, and 7 months. In the group of 5 pa- 
tients with superior sulcus tumors treated by im- 
plantation without resection, no deaths occurred; 
the average survival was 27.8 months, and the 
median survival was 29 months. Good _ palliation 
was achieved in every case. One of these patients 
is living and is well and free of pain 4 vears and § 
months after implantation. Radioactive sources for 
interstitial implantation can made available 
much more widely than can radon seeds. Radio- 
active gold (Au'**) and radioactive iridium (Ir'"*) 
offer many practical advantages over radon seeds 
and have been used in most cases for interstitial 
implantation of lung cancer at the Memorial Cen- 
ter for Cancer and Allied Diseases since January, 
1957. In addition, a method for more accurate 
permanent implantation has been used since Jan- 
uary, 1956, with radon seeds and since January, 
1957, with Ir'** sources. 


Evaluation of Roentgenologic Examination of the 
Breast. R. Dohrmann and R. Labusch. Chirurg. 
29:3-6 (Jan.) 1958 (In German) [Berlin]. 


The essential factor in the roentgenologic ex- 
amination of the breast is the evaluation of struc- 
ture and density. In young women the visualization 
of the glandular structure depends on the amount 
of fat tissues; the connective tissue fibers are usual- 
ly readily differentiable. With increasing age the 
structural outlines disappear, since the fatty tissues 
increase and the glandular tissues become atrophic. 
A tumor shadow appears on the roentgenogram at 
only about one-third of the clinically ascertained 
size, since in the course of palpation the superim- 
posed layers are included in the estimation. In a 
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carcinoma the shadow is darkest in the center, and 
the density decreases toward the periphery. There 
are also cancerous infiltrations in the form of “foot- 
like” extensions. The rapidly growing carcinomas 
may show diffuse development. Their shadow is 
not homogeneous; they have irregular outlines, 
produce thickening and greater density in the con- 
nective tissue fibers, and show ray-like extensions 
into the glandular tissue. Miliary calcium deposits 
may likewise be present. Retraction of the mam- 
milla is regarded by some as typical of cancer but 
not by others. 

The sclerotic form of mastitis shows fine as well 
as thickened strands of connective tissue fibers, 
whereas the cystic form is characterized by nu- 
merous rounded, polycyclic changes, which set it 
off sharply from the surroundings. Some cysts show 
typical homogeneous shadows, the density of which 
corresponds to that of connective tissue. Here again 
coarse granular deposits of calcium may appear. 
Published reports suggest that, as regards the 
benign or the malignant character of the lesion, 
roentgenologic and histological findings coincide in 
from 85 to 95% of the cases. This relatively good 
agreement, together with the aversion of some 
women to physical examination and particularly to 
surgical intervention, has induced some physicians 
to base the diagnosis of breast tumor only on the 
roentgenologic examination. The authors regard this 
as dangerous, not only because the percentage of 
diagnostic failure may be higher and effective 
therapy may come too late, but also because errone- 
ous positive diagnoses may lead to preoperative 
irradiation, which may interfere with the histologi- 
cal demonstration of a carcinoma. 

The authors review the results of roentgenologic 
studies in 157 women who were referred to the 
surgical clinic of the Free University of Berlin be- 
cause of suspected cancer of the breast. This num- 
ber did not include patients in whom ulcerating 
tumors or the presence of metastases established 
the diagnosis of cancer beyond any doubt. 
Histological studies revealed carcinoma in 117 
patients and benign tumors in 40. The _ roent- 
genologic diagnosis coincided with the microscopic 
findings in 136 cases, in 104 of the 117 carcinomas 
and in 32 of the 40 benign tumors. Thirteen, or 
11.1%, of the carcinomas had not been detected by 
the roentgenogram, and 8, or 20%, of the benign 
tumors had been mistaken for carcinoma. Three 
case histories illustrate the difficulties in the roent- 
genologic diagnosis of breast tumors. While roent- 
genoscopy revealed a carcinoma in a few instances 
before it could be detected by palpation, the au- 
thors believe that a diagnosis of cancer of the breast 
should not be based on roentgenoscopy alone. In 
view of the high incidence of mistaking benign for 
malignant tumors in roentgenologic examination, 
they warn against instituting preoperative irradia- 
tion without previous histological verification. 
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Radiodermatitis and Cancer with Regard to 52 
Patients, in 12 of Whom Cancer Developed. B 
Duperrat and R. Andrade. Presse méd. 66:59-62 
(Jan. 15) 1958 (In French) [Paris]. 


The authors, with the collaboration of other hos- 
pital services, were able to collect observations on 
52 patients with radiodermatitis. The irradiations 
that led to radiodermatitis were given for 20 dif- 
ferent causes. Malignant degeneration developed in 
12 of the 52 patients. Ten of these 12 patients had 
received only roentgen-ray radiation, but 1 of these 
10 had been exposed to an additional carcinogenic 
factor, namely, arsenic. One patient had been 
treated only with radium and another with radium 
and roentgenotherapy. Three types of malignant 
degeneration were observed: spinocellular, baso- 
cellular, and sarcoma. The authors comment on the 
complete absence of malignant melanoma in lesions 
of radiodermatitis. This seems surprising when it is 
considered that a pigmented nevus must occa- 
sionally be accidentally exposed in an area of 
radiodermatitis. It is suggested that perhaps the 
vascular damage accompanying radiodermatitis, as 
well as the resulting fibrosis or perhaps an inherent 
quality of the nevus, might explain this. 

Malignant degeneration of radiodermatitis was 
especially frequent in the case of lesions of occupa- 
tional origin. The age of the patient seemed to play 
no part, but the latent period between irradiation 
and malignant degeneration was important. The 
interval was 25 years in the spinocellular epitheli- 
omas and 30 years in the basocellular lesions and 
the sarcomas. The tendency to multiplicity of 
malignant foci was at least twice as great in radio- 
dermatitis as in spontaneous cancers; metastases, 
however, were of about the same frequency (16%) 
in both types. Metastases have been relatively rare 
in the cancers of occupational origin, particularly 
in recent years. The authors ascribe this to the more 
effective treatment by excision and grafting. They 
suggest that in the future this treatment be em- 
ployed as a prophylactic measure so as to avoid 
the cancerous degeneration of radiodermatitis. 


Parotid Sialography: Roentgenologico-Surgical 
Correlation in a Series of 70 Cases. R. A. J. Ein- 
stein and S. L. Perzik. California Med. 88:98-102 


(Feb.) 1958 [San Francisco]. 


The importance of sialography, the roentgeno- 
graphic visualization of the ductal system of the 
parotid gland, was studied in 70 patients with 
lesions of the parotid, the chief aim being to study 
the correlation of sialographic, clinical, and surgical 
observations. The technique of sialography is brief- 
ly described. Although there are considerable 
anatomic variations in the size and shape of normal 
parotid glands and in the caliber and branching 
of the ductal system, it is not difficult to establish 
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criteria of normal relationships. The normal ap- 
pearance is that of a “winter tree” with evenly 
distributed branches gently tapering toward the 
periphery. A normal parotid duct is not more than 
4 mm. in diameter. Abnormal findings can be 
grouped as (1) intrinsic space-occupying lesions, 
(2) extrinsic indenting masses, and (3) abnormalities 
within the ductal system. 

Sialography revealed 36 space-occupying lesions 
in the superficial lobe of the parotid gland, 14 in 
the deep lobe, and 3 in the accessory lobes. Two 
patients had diffusely infiltrating changes, 9 had 
purely sialangiectatic changes, and in 6 the findings 
were considered normal. Operations for total or 
subtotal removal of the parotid were performed 
on 58 of the 70 patients. The sialographic diagnosis 
proved correct in 50 of the 58 patients. In 3 cases 
in which the roentgenologic diagnosis was deep 
lobe masses, tumors in the pterygoid portion were 
observed at operation. The tumors were bulky and 
had an “umbrella” effect. In 4 other cases, the 
neoplasm was thought to involve the pterygoid 
and inferior portions but at operation was found 
to be in the deep lobe. These masses were all 
located posteriorly. In 1 case in which the 
roentgenogram was interpreted as normal, a small 
superficial lymph node within the gland was ob- 
served at operation. 

The authors conclude that sialography is a 
useful tool in distinguishing between extrinsic and 
intrinsic space-occupying masses in the parotid 
region. It permits differentiation between inflam- 
matory lesions and neoplasms, thus eliminating 
needless surgical explorations. It alerts the surgeon 
to masses involving the deep lobe. It can be easily 
performed and causes little discomfort. Bearing in 
mind its limitations, sialography is an important 
diagnostic and preoperative aid in the manage- 
ment of parotid lesions. 


The Prevention of Experimental Contrast Medium 
Injury to the Nervous System. P. D. Kenan, G. T. 
Tindall, G. Margolis and R. S$. Wood. J. Neurosurg. 
15:92-95 (Jan.) 1958 [Springfield, IIl.]. 


The authors believe that there is probably no 
known contrast agent that is not capable of pro- 
ducing a necrotizing lesion if it reaches the vascular 
bed of an organ in the mainstream of its flow in a 
concentration approaching the high initial level 
required for angiography. They list the theoretical 
approaches that have been explored and the various 
agents and procedures used in seeking a protective 
mechanism against contrast medium injury. In ani- 
mal experiments with various protective agents, 
the contrast medium, sodium acetrizoate (Urokon), 
was injected into the aorta via a retrograde femoral 
artery catheter. All agents to be tested were ad- 
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ministered through the catheter prior to the injec- 
tion of Urokon. The experiments emphasized the 
remarkable protective effect of glucose and pro- 
caine against experimental injurv to the canine 
spinal cord. 


Mucocele of the Vermiform Appendix with Pseu- 
domyxoma Peritonei: Treatment of Four Cases with 
Radioactive Colloidal Gold. J]. D. Palmer, R. G. 
Rose and M. N. Lougheed. Canad. J. Surg. 1:142- 
144 (Jan.) 1958 [Toronto]. 


This is a preliminary report of a long-term pro- 
gram attempting to evaluate the possible useful- 
ness of radioactive gold (Au'**) as an adjunct to 
surgery and x-irradiation in the management of 
pseudomyxoma peritonei secondary to mucocele 
of the appendix. Forty-five cases of mucocele have 
been diagnosed at the Montreal General Hospital 
since 1925, 8 of them since 1945, in 4,905 consecu- 
tive appendectomies. In 5 patients pseudomyxoma 
peritonei developed, and 3 of these patients were 
treated with Au'** additionally. The histories of 
these 3 patients and of a 4th patient treated at 
the University of Texas Tumor Institute are pre- 
sented. Observations on these 4 patients confirm 
the value of irradiation and suggest that radioactive 
colloidal gold can retard the rate of reaccumulation 
in patients with pseudomyxoma peritonei and is, 
therefore, a useful addition to standard methods of 
therapy. 

Failure of the radioactive gold therapy in 1 pa- 
tient may have been related to the fact that the 
appendix was not removed and that the pseudomyx- 
omatous material was not thoroughly “cleaned 
out” at the 2 operations. Since the maximum pene- 
tration of the beta particles from Au'®* is less than 
4 mm., it is essential that the abdominal cavity be 
carefully and completely cleared of the mucoid ma- 
terial and the numerous cysts broken down before 
colloidal gold therapy is given. The tumor cells are 
relatively scanty and are well surrounded by the 
pseudomyxomatous material; thus, they will be pro- 
tected from the beta particles unless surgical clean- 
out is as complete as possible. The authors feel that 
the most promising application of radioactive gold 
therapy is its routine use postoperatively to prevent 
the possible development of pseudomyxoma peri- 
tonei in patients in whom a mucocele or an ovarian 
cyst has ruptured before or during surgical removal. 


Intervertebral Disk Changes After Diskography. 
I. Goldie. Acta chir. scandinayv. 113:438-439 (No. 6) 
1957 (In English) [Stockholm]. 


Diskography has been found helpful in the 
diagnosis of rupture of the annulus fibrosus. Con- 
trast medium is injected into the disk, and the extent 
of the rupture is readily perceptible. French authors 
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have stressed that diskography is not entirely free 
from complications, in that they have observed ne- 
crosis and areas of degeneration in disks subjected 
to diskography. The author examined 122 surgically 
removed disks of which 53 had been examined by 
diskography. The interval between diskography and 
operation ranged from 1 week to 3 months. The 
findings at operation in 28 of the 53 diskography 
cases included not only the usual edema and rup- 
ture but also changes believed to derive from the 
reaction of the contrast material with the disk 
tissue. These consisted of small drops, refractive to 
light but anisotropic. The droplets varied in size 
up to 10 times that of a blood corpuscle and were 
termed hyaline droplets. They occurred in groups 
but also singly. They occurred most plentifully in 
the nucleus pulposus but have also been found in 
the annulus fibrosus. The remaining 25 disks did 
not show similar changes. The necrosis and tissue 
degeneration reported by French authors were not 
observed. 

The droplets were interpreted as being remnants 
of contrast material. Contrast medium was injected 
into human cadaver disks, and the same medium 
was studied also in lumbar disks of living and 
dead rabbits. The animal experiments agreed with 
the clinical series in that the droplets were most 
plentiful in patients operated on 15 to 20 days 
after diskography, and in the absence of changes in 
the autopsy series. It is clear, then, that the de- 
velopment of the hyaline droplets is linked with a 
time factor, which suggests that they are the 
product of a reaction between the contrast material 
and the disk tissue. A number of staining methods 
were used in order to study the composition of the 
hyaline droplets. From the results of these studies it 
is believed that the hyaline droplets are composed 
of chondroitin-sulfuric acid. 


ANESTHESIA 


Intraglossal Injections in Unconscious Patients: An 
Alternative to Intravenous Injection. J. Bullough. 
Lancet 1:80-81 (Jan. 11) 1958 [London]. 


When veins are inaccessible and a rapid onset of 
action is required, drugs may be injected into the 
tongue in unconscious patients. The onset of action 
takes 45 to 90 seconds. The author describes the 
method of injection as follows: The needle is in- 
serted via the ventral surface of the tongue, be- 
cause bleeding on withdrawal of the needle is less 
common there. The 2 veins on either side of the 
midline should be avoided. With the patient supine, 
the tip of his tongue is picked up in a gauze swab 
between the index finger and thumb of the left 
hand and drawn out of the mouth. The syringe is 
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held in the right hand, and the needle is inserted 
directly posteriorly (vertically downwards). Vol- 
umes of up to 2 ml. may thus be injected, and pro- 
vided that a sharp needle, size 16 to 18, is used, 
bleeding on withdrawal of the needle is uncommon. 
In anesthetized patients the needle may be left in 
situ for serial injections, and the intraglossal route 
may be used for most drugs. Irritating solutions 
should be avoided, except perhaps as a lifesaving 
measure. Barbiturates should not be used; nor 
should solutions of tubocurarine and of pheno- 
thiazine derivatives, because a tender lump as big 
as a pea is left for a week or so. Dimethyltubocura- 
rine iodide, being in aqueous solution, can be used 
as an alternative to tubocurarine, and gallamine 
can be used. Pethidine, nalorphine, atropine, and 
neostigmine can all be used. 


The Prevention of Fatal Aspiration During Anes- 
thesia. W. Hugin. German M. Month. 3:22-24 
(Jan.) 1958 (In English) [Stuttgart, Germany]. 


Aspiration of the contents of the stomach occurs 
frequently in the course of an operation when the 
patient is under general anesthesia. While it is 
technically not difficult to prevent aspiration, it is 
not so easy always to carry out consistently all 
the precautionary measures. Brief inhalation anes- 
thesia requires the same thorough preparation as 
prolonged and deep anesthesia. Before an elective 
surgical intervention it is advisable to give the 
patient only soup as the evening meal. Water and 
tea may be taken until midnight; after that time any 
further intake is no longer permitted. During an 
emergency operation or in a patient with an ob- 
struction of the digestive tract, it is often difficult 
to avoid aspiration. The following preanesthetic 
measures are recommended, particularly for small 
hospitals without a staff physician who is an expert 
in administering anesthetics. The stomach should 
be emptied with the aid of the intravenous admin- 
istration of apomorphine hydrochloride, an emetic, 
to which the vomiting center promptly reacts. The 
initial dose of the drug is 2 mg., and a second in- 
jection of 1 or 2 mg. should be given when vomiting 
starts. Aspiration of gastric juice with the aid of an 
“indwelling” tube is particularly advisable if only 
fluid or pulpy contents of the stomach may be ex- 
pected according to history. In patients in whom 
emptying of the stomach by vomiting is contraindi- 
cated, occlusion of the cardia with the aid of a bal- 
loon tube is a reliable method for the prevention of 
regurgitation and vomiting. Gastric lavage is not 
recommended, because portions of the irrigation 
water and food residues may remain in the stomach. 
If vomiting occurs during anesthesia without endo- 
tracheal intubation, the patient’s head should be 
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lowered immediately and suction with a wide-lumen 
catheter should be started. If necessary, suction 
may be performed with the suction tube directly 
attached to 1 nostril. while the other nostril is kept 
closed. 


PHYSIOLOGY 


Accidental Freezing with Cooling Down to 23.5 C 
(74.3 F) Followed by Recovery. L. Justin-Besangon, 
H. Péquignot and J.-P. Etienne. Semaine hdp. 34: 
63-69 (Jan. 14) 1958 (In French) [Paris]. 


The patient was a 49-year-old man who was 
hospitalized after having been found stretched out 
nude on the floor of his room. He was unconscious 
and in deep coma. The skin was a bluish-red and 
extremely cold; it could not be pleated and gave 
the impression of being “stuffed.” The patient did 
not react to any stimulation, and there was a spastic 
miosis of the pupils. The corneal reflexes and the 
tendon reflexes were abolished, as was also the 
swallowing reflex. Hypertonia prevented move- 
ment of the head and the extremities and made it 
impossible to study the plantar reflex. Tonic move- 
ments of the extremities could be observed at in- 
tervals of about 2 minutes. Respiration was regular 
in rhythm but very slow at a rate of approximately 
8 per minute. The radial pulse could not be pal- 
pated, nor could arterial tension be ascertained, but 
the femoral pulse could be felt. Auscultation re- 
vealed bradycardia. The rectal temperature was 
23.5 C (74.3 F); the cutaneous temperature was 
17 C (62.6 F) at the feet and 24 C (75.2 F) at the 
chest and neck. Rewarming was begun at once 
with the aid of heat cradles, but at first there was 
only slight clinical change. About 4 hours after the 
patient had arrived at the hospital, he was placed 
for 15 minutes in a warm bath, the temperature of 
which was maintained between 38 and 35 C (100.4 
and 95 F). A temporary improvement was followed 
by collapse, which could be overcome only with 
the aid of blood transfusions. Consciousness re- 
turned after 24 hours, at which time the rectal 
temperature had reached 37 C (98.6 F). 

In the hours which followed the patient showed 
signs of delirium tremens and symptoms of pneu- 
monia complicated by serofibrinous pleural effu- 
sion. The prognosis remained doubtful for about 6 
days. On the second day of the delirium tremens 
there was a sudden reduction in temperature to 
below 35 C (95 F), which necessitated the return 
to warming measures. On the day after that, there 
were signs of collapse. On the 5th day the patient 
seemed to recover from the pneumonia, and slowly 
the signs of delirium tremens subsided. In addition 
to repeated electrocardiographic records, various 
biological investigations were carried out as the 
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temperature gradually increased. The following 
were the most notable abnormalities: at 24 C (75 F) 
the blood did not clot; at 32.5 C (90.5 F) there was 
a fall in the hematocrit and in the prothrombin 
time. Hypoglycemia was evident on the day after 
the hypothermia. In the weeks which followed the 
patient was subjected to various biological exami- 
nations, which revealed slight disturbance in gly- 
cemia and abnormalities in liver function tests, 
which were probably the result of his addiction to 
alcohol. Fatty degeneration of the liver was demon- 
strated by biopsy. 


Accidental Deep Hypothermia in Adults: Clinical 
and Biological Studies. L. Justin-Besancon, H Pé- 
quignot and J.-P. Etienne. Semaine hdp. 34:69-83 
(Jan. 14) 1958 (In French) [Paris]. 


The case of deep hypothermia reported in the 
preceding paper induced the authors to review the 
literature for similar cases. They found reports of 
7 other patients who recovered after accidental 
deep hypothermia with reduction of temperature 
to less than 30 C (86 F). Several of these reports 
date back to the 19th century. In 6 of these 8 pa- 
tients the lowest temperature reached was below 
25 C (77 F), and the lowest in any patient who 
survived was 18 C (64.4 F). The authors also review 
2 cases in which death resulted after hypothermia. 
Apparently the most frequent causal factor is acute 
alcoholism. Contrary to what has been generally 
believed, most authors are not opposed to rapid 
rewarming of the victim of freezing. Warming with 
the aid of a warm bath at 40 C (104 F) seems to be 
advisable. When recovery is obtained, there are 
usually no unfavorable sequela. Many of the bio- 
logical disturbances that result from deep hypo- 
thermia have also been demonstrated in animal 
experiments. Initially there is often hyperglycemia, 
but this is frequently followed by hypoglycemia 
and a tendency to acidosis. Other changes are ele- 
vation of the hematocrit and moderate reduction 
in the volume of plasma, also disturbances in the 
coagulation process. The electrolytes in the blood 
and the oxygen content of the blood show only 
slight disturbances. The mechanism of death from 
deep hypothermia is still not completely under- 
stood. 


Observations on the Gastrooesophageal Junction 
During Swallowing and Drinking. B. Creamer and 
J. W. Pierce. Lancet 2:1309-1312 (Dec. 28) 1957 
[London]. 


The term “gastroesophageal junction” denotes 
the area covering the lowest 3 cm. of the esophageal 
tube and not the exact point of transition from 
tube to stomach. In the experiments described, 
simultaneous cineradiography and pressure record- 
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ings were made in 10 normal subjects during the 
passage of barium through the gastroesophageal 
junction. In the first series of experiments, the sub- 
jects were given barium to hold in the mouth and 
to swallow later when the esophagus was at rest. 
Under these conditions the barium was held up at 
the gastroesophageal junction, which slowly opened 
after a pause. The opening of the junction was 
accompanied by a fall in pressure in this area. 
These findings indicate a sphincteric mechanism at 
the gastroesophageal junction; it appears to be 
situated in the lowest 2 to 3 cm. of the esophageal 
tube. The sphincter may be forced open prema- 
turely by a sufficiently high intraesophageal pres- 
sure. In the second series of experiments, the sub- 
jects were given the same volume of barium to 
drink from a cup. Under these conditions the 
barium passed straight through the junction without 
delay, and. further, the junction appeared widely 
open as the barium arrived. The act of drinking 
was preceded by a descent of the diaphragm. These 
observations indicate that drinking and swallowing 
are different physiological processes and that the 
gastroesophageal sphincter is opened earlier in 
drinking than in swallowing. 


PUBLIC HEALTH 


Infectious Hepatitis: Report of an Outbreak, Ap- 
parently Water-Borne. E. C. Wallace. M. J. Aus- 
tralia 1:101-102 (Jan. 25) 1958 [Sydney]. 


Twenty students, ranging in age from 17 to 19 
years, went on a picnic hike, and 19 of them drank 
untreated water from a river polluted by a sewage- 
treatment plant. Because the plant is greatly over- 
loaded, its effluent is of unsatisfactory quality. The 
effluent, before its entry into the river, is subjected 
to chlorination but insufficiently, as shown by check 
tests for residual chlorine and the presence of fecal 
organisms. Gastrointestinal upset developed in °5 
of the 19 students from 2 to 5 days later, and in 6 
of these the symptoms of infectious hepatitis, in- 
cluding jaundice, appeared from 26 to 38 days 
later. Of the 13 students in whom infectious hepa- 
titis did not develop, 5 had symptoms of significant 
constitutional upset (undue tiredness, headache, 
nausea, anorexia) 37 to 43 days later. All these 13 
students and | student whose condition was subse- 
quently diavnosed as infectious hepatitis were given 
gamma globulin 40 days after drinking the river 
water. The use of gamma globulin was extended to 
room contacts of those who drank the water. No 
secondary cases developed in the college. 

Outbreaks of apparently water-borne infectious 
hepatitis recorded in the literature are discussed 
by the author. In most of these outbreaks consider- 
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able numbers were affected; cases occurred almost 
simultaneously and ceased to occur when the sus- 
pected water supply was no longer used. In some 
instances the infectious hepatitis outbreak was pre- 
ceded by gastrointestinal disturbance, as in the 
present series. In some of the recorded outbreaks 
the water had been chlorinated. This measure, ac- 
cording to studies conducted by Neefe and others 
in 1945, would not have been a protection. By 
treating water known to be infective and feeding it 
to volunteers, Neefe found that the customary 
amount of chlorine used in the chlorination of 
water supplies does not inactivate or attenuate the 
virus of infectious hepatitis. 


Poisoning by Synthetic Insecticides. D. Galigani 
and R. Melis. Minerva med. 48:3753-3763 (Nov. 
10) 1957 (In Italian) [Turin, Italy]. 


Synthetic insecticides may be toxic to human 
beings. Poisoning by synthetic insecticides occurs 
as a result of either eating foodstuff from which 
the insecticide has not been completely removed or 
handling insecticides in pest control. The authors 
report on 3 cases of poisoning which were caused 
by various commercial preparations of hexachloro- 
cyclohexane. The first patient, a woman 25 years 
old, on admission to the hospital had a diffuse 
eczema over the upper and the lower extremities. 
After a period of improvement, symptoms reap- 
peared in an intensified form. They were caused by 
the application of a medicated compress, utilizing a 
preparation of hexachlorocyclohexane in concen- 
tration of about 0.15%, on the right thigh for a 
period of 2% hours. The second patient, a 57-year- 
old woman, who had used an insecticidal prepara- 
tion of hexachlorocyclohexane the day _ before 
admission to the hospital, experienced hematuria, 
a rash over the exposed parts of the body, and con- 
siderable exhaustion. Symptoms slowly subsided. 
The third case comprised 3 members of a family 
who had eaten raw tomatoes. There was evidence 
that the tomatoes were contaminated by hexachlo- 
rocyclohexane. The patients complained of severe 
diarrhea, abdominal pain, and vomiting. The 4th 
member of the family, who had not eaten tomatoes, 
had no pain. 

Diagnosis of poisoning by synthetic insecticides 
can be made when a patient develops symptoms of 
organic poisoning; these symptoms manifest them- 
selves in the nervous, digestive, or respiratory 
system after contact with insecticides and disappear 
after the patient is no longer exposed to the insecti- 
cide. Treatment consists in a thorough elimination 
of the poison and in instituting measures aimed at 
relief from symptoms and reinforcement of the body 
in its effort to eliminate the poison and to restore 
the normal organic functions. 
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BOOK REVIEWS 


Nuclear Radiation in Food and Agriculture. Edited by 
W. Ralph Singleton, Miller Professor of Biology, University 
of Virginia, Charlottesville. Geneva series on peaceful uses 
of atomic energy. Editor of series: James G. Beckerley. 
Cloth. $8.50. Pp. 379, with illustrations. D. Van Nostrand 
Company, Inc., 120 Alexander St., Princeton, N. J.; 257 
Fourth Ave., New York 10; D. Van Nostrand Company, 
Ltd., 358 Kensington High St., London, W. 14, England; 
25 Hollinger Rd., Toronto 16, Canada, 1958. 


The substance of this book is taken from the 
conference on peaceful uses of atomic energy in 
Geneva in 1955. The concentration is on agricul- 
ture, photosynthesis, and plant physiology and 
pathology, with special attention to the use of radio- 
isotopes in research and the genetic and biological 
hazards of nuclear radiation. The discussion of the 
control of trichinosis by radiation, in the section 
on food sterilization, suggests a technique for con- 
trolling the world-wide problem of all food-borne 
helminthiases. Details are also given of the experi- 
mental study resulting in the complete elimination 
of the screw-worm fly in Curacao, Netherlands 
Antilles, by releasing gamma-ray sterilized male 
flies among the natural population. The authors of 
the original papers include well-known workers 
from the East and the West. The editor has rear- 
ranged, annotated, and condensed the reports, but 
this volume constitutes a fundamental reference 
work in its special area. 


General Diagnosis and Therapy of Skin Diseases: An 
Introduction to Dermatology for Students and Physicians. 
By Hermann Werner Siemens, M.D., Professor of Skin and 
Venereal Diseases at University of Leiden, Holland. Trans- 
lated from German edition by Kurt Wiener, M.D., Derma- 
tologist, Mount Sinai Hospital, Milwaukee, Wis. Cloth. $10. 
Pp. 324, with 375 illustrations. University of Chicago Press, 
5750 Ellis Ave., Chicago 37; Cambridge University Press, 
Bentley House, 200 Euston Rd., London, N.W.1, England; 
University of Toronto Press, Toronto 5, Canada, 1958. 


In 1952, the author, in the preface to the Ger- 
man edition of his book, stated that the only excuse 
for a new textbook on dermatology would be a new 
approach to teaching dermatology. In this textbook 
he has fulfilled this requirement. The viewpoints 
and organizations, the topics and sequence of chap- 
ters, and the distribution and use of the photo- 
graphs and drawings all show a fresh and original 
approach. No other book so clearly demonstrates 
just what constitutes and distinguishes the specialty 
of dermatology, what differentiates it from all other 
specialties, and what special knowledge, skills, and 
techniques are required by its practitioners. Eng- 
lish-speaking persons interested in this specialty 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


should be grateful not only to the author but also 
to Dr. Kurt Wiener and his associates for their fine 
translation of this book. It does not pretend to be a 
complete textbook on dermatology. It does not pre- 
sent a nomenclature or classification of skin disease 
nor include systematic descriptions of dermatologi- 
cal entities and a discussion of their diagnosis and 
management, but it does discuss practical princi- 
ples. The first section is an anatomic and _histo- 
pathological introduction which gives one of the 
most concise and accurate accounts of the anatomy 
of the skin that one could possibly compress into 
such a small space. Then follows a section entitled 
“General Diagnosis,” which covers (1) color; (2) le- 
sions; (3) extent, shape, and distribution of a derma- 
tosis; (4) changes in the skin appendages; (5) sys- 
temic symptoms; (6) subjective symptoms and 
history; and (7) auxilliary diagnostic techniques. 

The chapter on lesions is the most precise and 
complete account of the primary and secondary 
skin changes available in English. The black and 
white illustrations in this chapter are well chosen 
and show how much can be done, without color, by 
good photography, intelligent selection of subjects, 
the necessary close-ups and lighting arrangements, 
logical juxtapositions, and appropriate legends. In 
the division on changes in the appendages (mainly 
the hair and the nails) the same holds true. No one 
who has looked at the photographs of psoriatic 
nails (page 176), spoon nails (page 177), or 
onychogryphotic nails (page 180) would ever fail 
to recognize a typical case of such ungual disorders 
when encountering it in a patient. The chapter on 
systemic symptoms, while brief and not by any 
means complete, presents a sane and matter of fact 
analysis of many questions dealing with the rela- 
tionship between skin diseases and disorders of 
other organs and systems, including the psyche. 
The same analytic soundness and saneness_per- 
vades the chapters on therapy. Thus, scientific prin- 
ciples of therapy, rather than the details of prescrip- 
tions, form the very heart of the chapter entitled 
“The Administration of the Treatment.” This chap- 
ter tells precisely how to evaluate topical remedies. 
In it, both the principles and the details of the use 
of methods of symmetrical paired comparison and 
of simultaneous paired comparison of topical me- 
dicaments are described, discussed, illustrated, and 
evaluated. Conclusions are drawn in an objective 
and scientific fashion. There may still be some 
doubts in the minds of nondermatologists as to the 
effectiveness of topical remedies and the manner in 
which such effectiveness has been or can be proved 
or disproved. These doubts should be laid perma- 
nently to rest by a study of this chapter. 
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All in all this extraordinary textbook combines 
the scholarly background of the author, his lively 
imagination and original ideas, and his powers of 
unbiased scientific analysis—an ideal combination 
in a physician or an author. The practitioner who 
wishes to attempt the diagnoses and treatment of 
skin diseases by rote and without thought and logic 
will find no comfort in this book, but to those who 
wish to think and to deduce, this book will teach 
more about dermatology than many of the more 
pretentious and encyclopedic works. It makes such 
fascinating reading that even those who are not 
particularly interested in skin diseases should de- 
rive instruction and profit from reading many of the 
passages that deal with basic concepts and the fun- 
damental methods for arriving at diagnoses and for 
evaluating the effects of therapy. 


The Evolution of Medical Education in the Nineteenth 
Century. By Charles Newman, M.D., F.R.C.P., Dean of 
Postgraduate Medical School of London. Cloth. $4.80; 30 
shillings. Pp. 340. Oxford University Press, Amen House, 
Warwick Sq., London, E. C. 4, England; 114 Fifth Ave., 
New York 11; Amen House, 480 University Ave., Toronto 
2, Canada, 1957. 


This thoughtful review of medical education in 
England in the past century is based on the Fitz- 
patrick Lectures delivered at the Royal College of 
Physicians by the author. The portrayal of medical 
education and practice at the beginning of the 19th 
century serves as a good background for under- 
standing modern developments. In 1800, medical 
practice and medical education were almost solely 
concerned with symptoms and their empirical 
treatment. The difference between educated and 
uneducated physicians was determined mostly by 
the presence or absence of knowledge outside of 
medicine, for neither group possessed any great 
knowledge of medicine. The author’s study of the 
old London hospitals’ records indicates that the 
importance of physical examination started with 
Laennec’s introduction of the stethoscope in 1819. 
The evolution of clinical medicine from 1825 to 
1850 through correlation of physical findings with 
the morbid anatomy revealed at autopsy lead the 
author to observe that medical progress in that 
quarter century was the equal to that in the con- 
temporary period. With the recognition of physical 
signs, the emphasis shifted from empirical treat- 
ment to disciplined diagnosis and the student's 
role in the hospital changed from a passive to an 
active one: he “worked rather than listened, was 
educated rather than instructed.” The predomi- 
nantly French influence in the move from empirical 
to clinical medicine provided the groundwork for 
the transition, under German leadership late in the 
century, to laboratory medicine. There was an ac- 
companying shift of primary concern from symp- 
toms to what the physician could find and to re- 
ports from the laboratory. Much else that trans- 
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pired during the immediate past century should be 
of interest not only to medical educators but to all 
thoughtful physicians. The American reader will 
suffer little loss by omitting the section dealing 
with the influence of government legislation. 


The Postoperative Chest: Radiographic Considerations 
after Thoracic Surgery. By Hiram T. Langston, M.D., Chief 
of Surgery, Chicago State Tuberculosis Sanitarium, Chicago, 
Anton M. Pantone, M.D., Clinical Assistant Professor of 
Radiology, University of Illinois College of Medicine, Chi- 
cago, and Myron Melamed, M.D., Clinical Assistant Profes- 
sor of Radiology, University of Illinois College of Medicine. 
Publication number II, John Alexander Monograph Series on 
Various Phases of Thoracic Surgery. Memorial to John 
Alexander (1891-1954), Professor of Surgery, University of 
Michigan. Editor: John D. Steele, M.D. Editorial Board: 
Howard T. Barkley, M.D., and others. Cloth. $8. Pp. 228, 
with 80 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
son Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 

This book analyzes the complex shadows seen in 
the postoperative roentgenogram. It is one of a 
series of books commemorating the late John Alex- 
ander. The material was selected from over 300 
cases and is classified as to roentgenographic ap- 
pearance into the following categories: soft tissues, 
foreign bodies, ribs, diaphragm, mediastinum, pleu- 
ral cavity, lungs, and complications. Each illustra- 
tion is accompanied by an explanatory schematic 
drawing. The authors recommend a relatively high 
voltage technique with a stationary grid when 
possible. The form of presentation is that of an atlas 
with concise but adequate legends. This book offers 
a reasonably complete analysis of the chest in post- 
operative situations as demonstrated on roentgen- 
ograms and should be most helpful to physicians 
interested in chest diseases. It is also recommended 
to radiologists and thoracic surgeons. 


The Human Ear Canal. By Eldon T. Perry, M.D., in- 
structor in Dermatology, Wayne State University, Detroit. 
Publication number 322, American Lecture Series, monograph 
in Bannerstone Division of American Lectures in Derma- 
tology. Edited by Arthur C. Curtis, M.D., Chairman, De- 
partment of Dermatology and Syphilology, University of 
Michigan Medical School, Ann Arbor. Cloth. $4.75. Pp. 116, 
with 40 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Pub- 
lications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 

This small book reviews contemporary knowl- 
edge of the human external auditory canal from 
the vantage point of a dermatologist. It presents a 
succinct summary of the anatomy, physiology, 
microbiology, bacteriology, and cerumen of the 
external auditory canal, with a number of pertinent 
comments on external otitis. The chapter dealing 
with the treatment of external otitis is sketchy. 
Despite this failing, the book can be recommended 
for a quick review of facts pertaining to a structure 
of interest to dermatologists, otologists, and general 
practitioners. 
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QUESTIONS AND ANSWERS 


YEAST IN URINE 


To THE Eprror:—In a woman who complained of 
pains simulating that with kidney stones and who 
required morphine for relief, urinalysis revealed 
5 pus cells, 2 erythrocytes, few epithelial cells, 
occasional granular casts, and many yeast cells 
per high-power field. What is the significance of 
these yeast cells? Alvin H. Seibert, M.D. 

Grosse Pointe Park, Mich. 


Answer.—Fungi which multiply by budding 
have no pathological significance; they occur as 
smooth, highly refractive oval cells that may reach 
the size of leukocytes, but they are usually smaller. 
They either are isolated and arranged in rosary- 
like chains or appear in clumps. Buds in process of 
constriction are frequently attached to the larger 
cells. Isolated yeast cells are often found in urine 
that has been exposed to the air for some time and 
is undergoing acid fermentation. Yeasts do not 
thrive in urine free from sugar, but they grow rap- 
idly in urine of persons with diabetes. In such, 
they appear in large cells, sometimes elongated in 
the shape of filaments. They may even be present 
in freshly voided urine. The presence of a large 
quantity of yeast in urine suggests glycosuria. Yeast 
cells may be distinguished from leukocytes by the 
presence of buds, their characteristic outline, a 
greater refractivity, and the absence of fine granu- 
lations in the nuclei. After the addition of acetic 
acid, the saccharomyces remain unaltered, while 
leukocytes become more transparent and the nuclei 
are distinct. The yeast cells may also be carried 
from the vulva or the vagina into the urine. This 
patient should have a urine culture and a test for 
blood sugar done. The finding of yeast cells in the 
urine has no bearing on the symptoms, except in- 
directly if the patient should have diabetes. 


LACTOBACILLUS ACIDOPHILUS 
To tHe Eprror:—At what pH does the vaginal 
bacilli, Déderlein bacilli, grow best? What is the 
lowest pH at which this organism can survive? 
M.D., Texas. 


ANSWER.—It is now believed that the so-called 
Déderlein bacillus is identical with Lactobacillus 
acidophilus. Extensive studies have been made 
with this organism indicating that the optimum pH 
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for its growth is 6. Growth occurs, however, over 
a range from 4 or lower to 8 or higher. The lowest 
pH at which this organism can survive has not 
been well determined but is believed to be in the 
range of 2. An extensive bibliography will be found 
in an article by Rosebury (Arch. Path. 38:413, 1944).. 


ENOPHTHALMOS 


To tHE Eprror:—A 40-year-old woman has noticed 
an increasing recession of both eyes during the 
past four years. She states that periodically the 
right eye begins to pain and the eyelid feels 
heavy while the eye recedes deeper into the 
socket; on the next day the process ceases in the 
right eye and begins in the left. A fairly marked 
bilateral enophthalmos is apparent. There is no 
apparent ptosis of eyelids; ocular reflexes and 
movements, retina, peripheral fields, and vision 
are normal. There is a narrowing of palpebral 
fissures bilaterally, somewhat more marked on 
right side. A thorough neurological examination 
was negative. Blood studies, sinuses, and basal 
metabolic rate are normal. X-ray of the cervical 
spine shows a slight subluxation of the fourth 
cervical vertebra in relation to the fifth. There 
is no history of any eye injury or infection. 
Horner's syndrome and myasthenia gravis have 
been considered, but there does not seem to be 
enough evidence for either. If this is simply an 
excessive absorption of ocular fat tissue, what 
would be the etiology in an individual this 
young? What further diagnostic measures and 
what treatment, if any, would be recommended? 


M.D., Ohio. 


ANSWER.—Cases of true enophthalmos are very 
rare. To prove that an enophthalmos actually ex- 
ists, it would be necessary to measure the position 
of the eyes with an instrument such as the exoph- 
thalmometer. The majority of cases of so-called 
enophthalmos are due to a narrowing of the palpe- 
bral fissure due to a change in the position of the 
eyelids in relation to the surface of the eye. This 
more common “apparent” type of enophthalmos 
may be associated with Horner's syndrome and, in 
an older age group of people, with myasthenia 
gravis. Certain disturbances in the brain stem also 
may produce ptosis of the eyelids and relative 
enophthalmos, although in most cases the narrow- 
ing of the palpebral fissure is accompanied by 
some degree of ophthalmoplegia. In some people 
there is a narrowing of the palpebral fissure and 
apparent enophthalmos associated with severe orbi- 
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tal pain or with headaches such as migraine. In 
true encphthalmos, there may be an actual de- 
crease in orbital fat; but all such persons usually 
have a history of orbital fracture or face injury. 
Another disorder that is said to be associated 
with true enophthalmos is so-called intermittent 
exophthalmos. This is a rare disorder characterized 
by intermittent, rather pronounced protrusion of 
one eye caused by a venous stasis in the affected 
orbit, which in turn is brought on by sudden 
changes in the position of the head. When this 
venous pressure is suddenly released, the exoph- 
thalmos subsides and a true enophthalmos may 
then be present for some minutes. 


TREATMENT OF NARCOLEPSY 

To THE Eprror:—Is there any new treatment for 
narcolepsy? Therapy with the usually given 
drugs has been unsuccessful. A 43-year-old pa- 
tient has had this trouble for more than 10 years. 
The thyroid is normal, as is blood sugar level, 
encephalogram, and blood cell counts. 

Arthur Bamberger, M.D., New York. 


Answer.—Finley (in Forster, Modern Therapy in 
Neurology, C. V. Mosby Company, 1957, p. 39), 
says, “The treatment of narcolepsy consists of the use 
of amphetamines. It is often necessary to use large 
doses, and amphetamine sulfate or dextro ampheta- 
mine sulfate may be employed. It is usually wise to 
begin with 10 mg. in the morning and 5 mg. at 
noon and increase or decrease the dose as indi- 
cated. It is best not to give medication later than 
3 or 4 p. m., so as not to interfere with night sleep. 
Patients have received as much as 140-180 mg. per 
day of amphetamine before relieving the patho- 
logical sleep. Usually, however, 20, 30, or up to 50 
mg. per day will suffice. The use of amphetamines 
in the 15-mg. long-acting form tends to spread the 
effective medication throughout the day so the 
drug taken in the morning gives a more even distri- 
bution of drug response through the day.” 

Haymaker and Anderson (in Baker, Clinical 
Neurology, vol. 2, Paul B. Hoeber, Inc., 1955, 
p. 1207) state, “Amphetamine sulfate has proved 
highly beneficial in the treatment of narcolepsy and 
cataplexy. The same is true of dextro amphetamine 
sulfate (a dextrorotatory amphetamine ), which, be- 
cause of its somewhat higher potency, can be ad- 
ministered in smaller doses. The dosage varies with 
each patient; 10 mg. two or three times daily usually 
suffices. Administration should be started in the 
morning. Medication should be stopped in the late 
afternoon so as not to interfere with sleep. When 
amphetamine causes gastrointestinal disturbances, 
feelings of tension or anxiety, or palpitation with 
cardiac extrasystoles, dextro amphetamine should 
be substituted, the maximal daily dose being 50 mg. 
If this drug, too, cannot be tolerated, ephedrine sul- 
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fate should be tried. Commonly, narcolepsy can be 
controlled by desiccated thyroid administration, the 
initial dose of about 8 mg. being gradually in- 
creased to tolerance, as determined by the subjec- 
tive response and the pulse rate. There are reports 
that symptomatic cure has been achieved by re- 
peated injections of air into the subarachnoid space 
or by performing encephalography or lumbar punc- 
ture. In those instances in which the cataplexy re- 
mains unresponsive to the measures described, 
some help may be obtained by giving the patient 
0.6-1.5 Gm. of potassium chloride three times a 
day.” They add, “The patient should not engage in 
an occupation in which he may endanger his own 
life or the lives of others and should not drive an 
automobile or other vehicle.” 


NICOTINIC ACID 


To tHE Eprror:—Please give information on cer- 
tain pharmacological actions of nicotinic acid and 
its derivatives. Otologists use nicotinic acid al- 
most routinely to treat Méniére’s syndrome, yet 
internists are skeptical about its ability to cause 
any vasodilatation of the intracranial arteries, of 
which the arteries to the inner ear are branches. 
Does nicotinic acid cause a dilatation of the in- 
tracranial vessels, including the cochlear and 
vestibular arteries? What effect has nicotinic acid 
on the caliber of the pulmonary vessels? If it 
causes vasodilation, could this effect be of any 
use in combating the endarteritic process which 
leads to progressive idiopathic emphysema? 
Ophthalmologists in the Middle West have been 
using nicotinamide in cases of senile macular 
degeneration, feeling that this compound has 
enough vasodilating effect to combat the retinal 
ischemia leading to this condition. How much 
vasodilating effect does it have? 


Paul Guggenheim, M.D., Council Bluffs, Towa. 


ANSWER.—The question as to whether or not nic- 
otinic acid causes vasodilatation of intracranial ar- 
teries is just as debatable as is that of the action of 
any other drug in this area. The most recent evi- 
dence is that vasodilatation may occur by the ac- 
tion of certain chemicals and that presumably the 
cochlear and vestibular arteries would be affected. 
A feeling of increased fulness of the head and 
awareness of the pulse are symptoms indicating 
vasodilatation after nicotinic acid administration. 
There is no evidence of the effect of nicotinic acid 
on the pulmonary bed. Even if vasodilatation was 
produced by nicotinic acid, the effect would be so 
transient that it is doubtful that there would be 
any value in combating progressive idiopathic 
emphysema. Nicotinamide has, essentially, no vas- 
odilating action. Such action is definite and noted 
with nicotinic acid but not with the amide. Oph- 
thalmologists should be able, however, to observe 
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the retina and determine whether there is any im- 
provement in retinal ischemia in senile macular de- 
generation when these drugs are given. 


OVULATION IN LACTATING WOMEN 
To THE Eprror:—What authority exists for the com- 
monly held notion that a woman does not be- 
come pregnant or that ovulation does not occur 
while she is breast feeding a baby? 
Frank Howard Richardson, M.D. 
Black Mountain, 


ANnswer.—Ovarian function is suppressed but not 
completely inhibited during lactation. Recent evi- 
dence indicates that it is the stimulus of suckling 
of the infant rather than lactation which acts dn the 
pituitary gland, probably by way of the midbrain. 
The decrease in the frequency of feedings and the 
cessation of nursing result in the reestablishment 
of ovarian function, the reappearance of menstrua- 
tion, and, ultimately, ovulation. Complete breast 
feeding in the early months of life is a fairly effec- 
tive method of suppressing ovarian function and 
conception. In a study of women post partum, 
McKeown found that menstrual bleeding reap- 
peared in an increasing number of women as lac- 
tation proceeded and returned more rapidly, even 
in the early months, if the child was weaned. Of 
1,227 women, 87 became pregnant within a year 
after delivery. Only 10 of these 87 women con- 
ceived while their children were being wholly or 
partially breast fed. Of these 10 women, 4 con- 
ceived before the onset of menstruation, 2 after an 
initial bleeding period, and 4 after 2 or more men- 
struation periods. 


References 


Peters, H.; Israel, S.; and Purshottam, $.: Lactation Period 
in Indian Women, Fertil. & Steril. 134-144 (March-April ) 
1958. 

McKeown, T., and Gibson, J. R.: Note on Menstruation 
and Conception during Lactation, J. Obst. & Gynaec. Brit. 
Emp. @1:824-826 ( Dec.) 1954. 


INFECTION WITH ESCHERICHIA COLI 
To THE Eprror:—Postmortem findings in a 70-year- 
old woman, who clinically had an acute perito- 
nitis of unknown cause, were cirrhosis of the liver 
and peritonitis, pericarditis, and pleuritis, all due 
to Escherichia coli. How does such an infection 
occur? Robert Q. Shupe, M.D. 
Huntington Beach, Calif. 


Answer.—The relative frequency of bacteremia 
caused by gram-negative bacilli in the presence of 
liver cirrhosis has often been reported ( Martin and 
others, A.M.A. Arch. Int. Med. 98:8, 1956; Whipple 
and Harris, Ann. Int. Med. 33:462, 1950). It is 
probable that the peritonitis, pericarditis, and pleu- 
ritis in the case in question are the result of such 
a bacteremia. Portal vein blood has been found re- 
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peatedly to contain Esch. coli, probably coming 
from the intestine, although some investig iwors fail 
to confirm this observation. It is assumed that, nor- 
mally, Kupffer’s cells of the liver remove these bac- 
teria, and it has been postulated that in severe he- 
patic diseases this filtering action of the hepatic re- 
ticuloendothelial system is impaired. In addition, in 
hepatic cirrhosis, portal vein blood bypasses the 
hepatic parenchyma either through extrahepatic 
portosystemic collateral vessels as found in the ab- 
dominal wall or in esophageal varices or through 
intrahepatic anastomoses between branches of the 
portal vein and tributaries of the hepatic vein. 
These vascular anastomoses (McIndoe, Arch. Path. 
& Lab. Med. 5:23, 1928; Popper and others, Am. J. 
Clin. Path. 22:717, 1952), characteristic of cirrho- 
sis, are probably more important in predisposing 
to Esch. coli septicemia in this disease. 


PSORIASIS 


To THE Eprror:—Please give information on the use 
of triamcinolone in treatment of psoriasis. 


J. G. Martin, M.D., Wadsworth, Ohio. 


ANSWER.—Triamcinolone diacetate (9 a-fluoro-16 
a-hydroxy-hydrocortisone-diacetate ) is a derivative 
of prednisolone. The corticosteroids are not gener- 
ally recommended for the routine treatment of pso- 
riasis. They are sometimes used for a short period 
when the disease is so widespread that the patient 
is a virtual psoriatic cripple. 


HIATUS HERNIA 


To THE Eprror:—I. Can a congenital predisposi- 
tion or weakness of the esophageal hiatus exist 
in a middle-aged person without actual hernia, 
similar to a predisposition to inguinal hernia? 
2. Under such circumstances, can the strain of 
heavy lifting produce an acquired, apparently 
irreducible, esophageal hiatus hernia, involving 
about one half of the stomach? 3. Can a pre- 
existing sliding esophageal hiatus hernia, involv- 
ing one half of the stomach in a middle-aged 
person, become apparently irreducible after the 
same type of strain? 4. Is shock a necessary con- 
comitant in either of the above cases? 5. Is esoph- 
ageal hitatus hernia of the diaphragm, as found 
in adults, usually acquired, in contrast to the 
congenital variety of diaphragmatic hernia which 
commonly occurs in entirely different areas of the 
diaphragm? M.D., New York. 


AnsweRk.—1. This is a commonly accepted point 
of view, since it explains the development of esoph- 
ageal hernia in middle-aged patients. 2. Theoreti- 
cally, this could occur, but in actual practice, when 
rupture of the diaphragm is produced by trauma, 
the area involved is other than the esophageal re- 
gion. 3. It is unlikely that a preexisting hernia 
would become irreducible after heavy lifting. 4. 
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Trauma of sufficient severity to produce diaphrag- 
matic rupture usually is accompanied by other 
shock-producing internal injuries. Cases of trau- 
matic rupture of the diaphragm not recognized 
until years after the injury because of the paucity 
of findings at the time of the accident have been 
reported. 5. Esophageal hernia is acquired in the 
sense that it usually develops during middle age, 
but it develops only in those patients in whom 
there is a muscular and fascial deficiency. 


To THE Eprror:—By what mechanism does a hiatus 
hernia produce symptoms similar to those of an- 
gina pectoris and coronary occlusion? 


H. O. Skinner, M.D., St. Paul, Minn. 


ANsweER.—The substernal distress of hiatus hernia 
may be confused with the precordial pain of angina 
pectoris. The pain is probably caused by peptic 
esophagitis or distension of the intrathoracic por- 
tion of the stomach rather than by direct pressure 
on the heart. 


LOSS OF TOENAILS 
To rue Eprror:—Is there any clinical significance 
in the spontaneous loss of the second toenail 
from each foot within a period of one month? 
The patient is a 30-year-old man in good health. 
The toenails are growing back normally. 
M.D., Virginia. 


ANSWER.—Spontaneous separation of the nail 
from its bed, or onychomadesis, is often without 
any clinical significance, and the cause is hard to 
determine. A number of similar cases have been re- 
ported and also others in which several nails have 
been involved. This phenomenon has also been ob- 
served during the terminal phase of scarlet fever 
and other eruptive diseases. Occasionally, it is 
seen in conjunction with an extensive alopecia 
areata, dermatitis exfoliativa, and tabes, but in 
most cases the cause remains obscure. 


TYING THE UMBILICAL CORD 
To THE Eprror:—What is the most effective way 
to tie the umbilical cord in the newborn infant? 
A former practice at this hospital was doubly 
ligating all cords with a linen cord; this has been 
abandoned because of rare umbilical bleeding. 
Some physicians are using Ziegler umbilical 
clamps, and others are using a spring wire de- 
vice. The hospitals concerned are small, and con- 
venience in removing the device is important. 
J. E. Rockwell Jr., M.D., Grangeville, Idaho. 


ANnswer.—There is no “most effective way” to tie 
or occlude the umbilical cord in the newborn in- 
fant. Complete occlusion of the umbilical vessels 
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can easily be accomplished by simple means that 
do not require such special attention or removal 
as special umbilical clamps demand. Completely 
satisfactory ligation can be secured with a piece 
of linen bobbin, coarse silk, a rubber band, or 
strong string. Except in cases of possible erythro- 
blastosis where the portion of cord attached to the 
baby should be left long, only a small piece of 
cord should be left on the baby. This will fall off 
with whatever disposable material was used to 
ligate the cord. Regardless of which of these ties 
is used, the knot must be secure; this is obtained 
by tightening the knot slowly and uninterruptedly, 
thus permitting the jelly of Wharton to escape 
from under the material used for tying. 


MAGNESIUM SULFATE DRESSINGS 

To tHE Eprror:—Is there any rational purpose in 
the use of magnesium sulfate in water for com- 
presses and soaks to injured parts? If not, how 
did this absurd practice arise? 


M.D., Pennsylvania. 


Answer.—Three of the cardinal signs of inflam- 
mation, rubor, tumor, and dolor, result from the 
edema, hyperemia, and stasis in acutely injured 
tissues. The deposition of fibrin and continuously 
decreasing tissue permeability further barricades 
the inflamed zone, thereby precluding drainage of 
entrapped lymph and edema fluid. The application 
of wet soaks or dressings containing hypertonic salt 
solutions aims at augmenting the osmotic pressure 
beyond the increasingly impermeable _peri-inflam- 
matory membrane. Since fluid flows from areas of 
lesser to greater osmotic tension, reduction of in- 
flammatory edema is facilitated by any agent cap- 
able of heightening the osmotic pressure of ad- 
jacent or surrounding tissues. Thus, the use of 
magnesium sulfate in wet dressings for acutely 
injured tissue is by no means an absurd practice. 


SEROLOGIC TESTS FOR SYPHILIS 

To tHE Eprror:—What is the significance of nega- 
tive findings in a Kolmer’s test and faintly posi- 
tive findings in a Venereal Disease Research Lab- 
oratory (VDRL) test in the same patient? This 
has been reported in patients with no syphilitic 
history and even in some with negative spinal 
fluid findings. M.D., California. 


ANswER.—These results may be obtained in the 
presence of the following conditions: (1) old, treat- 
ed syphilis, (2) very early, untreated syphilis, (3) 
a collagen disease, and (4) certain acute infectious 
diseases. Such results also may follow recent vacci- 
nation against smallpox, or they may represent a 
zonal reaction. The aberrations reported are more 
likely to be the results of a VDRL testing system 
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which is too sensitive, or they may be caused by 
the technicians’ overreading the test. VDRL tests 
should be read as follows: no clumping or very 
slight roughness, nonreactive; small clumps, weakly 
reactive; and medium or large clumps, reactive. It 
is difficult to interpret the expression “faintly posi- 
tive.” The phrase suggests that the laboratory is 
not following standard procedure. When weakly 
reactive results are obtained, the serum should be 
retested by means of the quantitative procedure 
before a report is submitted. 


CYSTIC MASTITIS 


To tHE Eprror:—A woman in her late forties, still 
regularly menstruating, breast fed her two chil- 
dren (now grown up and healthy). There is no 
family history of tumors, but she now has sev- 
eral masses in both breasts, of “many years’” du- 
ration. Five years ago one of them was aspirated 
and yielded 10 cc. of dark fluid. One year later, 
a lump was excised from the other breast and 
the clinical diagnosis of cystic mastitis was con- 
firmed. Recently, another lump was excised and 
reported to be fibrocystic with one small fibrade- 
noma, What future course should be pursued 
with regard to these tumors? 


M.D., New York. 


Answer.—Watchful waiting is important in this 
problem. Involution of cystic mastitis usually sets 
in after the menopause, but chronic fibrotic-walled 
cysts cannot be expected to regress. Whether cystic 
disease of the breast is always a precancerous le- 
sion has been a most controversial subject, but 
there is no real foundation for such a concept. The 
late Dr. J. C. Bloodgood, in his later years, con- 
cluded that chronic cystic mastitis was not pre- 
cancerous. 


ULTRASONIC THERAPY 


To tHe Eprror:—Other than the usual contraindi- 
cations in using ultrasonic therapy on adults, 
are any special precautions indicated in its use 
on infants and children? When using such ther- 
apy on infants and children, should the watts 
per square centimeter and duration of applica- 
tion be reduced? Of particular interest is its use 
in patients with chronic, nonproductive, afebrile 
bronchitis, subsequent to an upper respiratory 
infection, that does not respond to any cough 
medication or various antibiotics. 


Jack L. Boyd, M.D., Homestead, Fla. 


ANswER.— Ultrasonic therapy should be used with 
extreme caution when treating infants and _ chil- 
dren. As a rule, the watts per square centimeter 
should be reduced to levels that are known to be 
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safe. There is no conclusive evidence in the litera- 
ture, however, that ultrasonic therapy is of any 
value in the treatment of chronic bronchitis, and 
its use for this purpose cannot be recommended. 


TREATMENT OF ABRASIONS 
AND LACERATIONS 
To THE Eprror:—In THE JourNat for Feb. 8, 1958, 
page 710, a question concerns an antiseptic 
agent which could conveniently and painlessly 
be used for children injured at school. Hexachlor- 
ophene was briefly mentioned. I would like to 
expand on the versatility of this antiseptic. The 
standard 3% solution used in many operating 
rooms and also as an agent to prepare operative 
wound sites is well known. It is surprising 
that hexachlorophene soap, which is equally as 
satisfactory, has not been more widely used. In 
the past two years I have replaced all antiseptic 
ointments with undiluted hexachlorophene ap- 
plied directly on the most severely abraded, lac- 
erated wounds and burns of the skin without 
evidence of dermatitis or other manifestations of 
sensitivity. It is a most efficient antiseptic and 
causes little or no discomfort to the most sensi- 
tive wound areas. If the dressings are changed 
every other day, they will neither dry out nor 
become painfully adherent. I have advised many 
patients to replace the standard tincture anti- 
septics for home use with hexachlorophene. In 
the emergency room the severely contaminated 
injuries of the skin and underlying structures, in- 
cluding compound fractures, are treated by a 
compress with an antiseptic detergent containing 
hexachlorophene diluted half and half with wa- 
ter. This placed on a severely contused wound 
and followed by a compression dressing and 
splint will most satisfactorily take care of the 
compound fracture which cannot be treated in 
the emergency room and must await more defini- 
tive care in the operating room. 
A. F. Serbin, M.D. 
99 Pratt St. 
Hartford 3, Conn. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Ep. 


To THE Eprror:—The procedure described is prob- 
ably sound, although this consultant has had no 
experience in its use. Presumably Dr. Serbin uses 
hexachlorophene soap, rather than pure hexa- 
chlorophene as indicated above. The compress 
procedure with the antiseptic detergent seems 
especially logical. Since hexachlorophene is more 
bacteriostatic than bacteriocidal, it can hardly be 
classed with the usual rapidly killing germicides. 
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